TTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death: Page 4 


yy the hospital or ottending physician. 
TO FUNERAL DIRECTOR: After this certificote hos been signed by the ottending physician ond completely 


A 


TO HOSPITAL 
may be retar 


VS A15 (4) 
15M 9/55 


al 


8 
g 


funerol 


© 


= 
a4 
70 
23 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 rs 
7849 CERTIFICATE OF DEATH 7818 


‘A Reg. Dist. No. 
= rae, 1 een 2. EU reo rence (Where deceased lived. If institution: Residence befare admission) 
= of tes 3 b. COUNTY, : 
2( Mi Cecil ban Ce land Cecil 
o b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest town) 
a RURAL ond give neorest town) 
3 Bay _Viev ifetim X_Bay View Noern Fast  Jrurar 
2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 

x ‘OR INSTITUTION H ON A FARM? 
cs Yes] No 
2 

3. NAME OF in Middl 4.0. 
8 wae First iddle lost DATE Month Doy ~ 
Pi {Type or print) Ernest B Abrams DEATH July 17 19 
& 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE (ie ean IF UNDER 24 HRS. 
2 fas Y] Monthy ie 

e Male White |wirowef} —ovorceo] Feb.7, 1874 eee Fees Te 
ae 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
25 during most of working life, even if retired) Cie 
es Bricklayer, ret. Buildin Maryland USA 
a S 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
py Williamg Abrams Talitha Janney 
3 1§. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. } 17. INFORMANT 4 Address 
& (Yes, no, oF unknown) (tt yes. give wor or doten of service) 4 ° 
is No = 213-12-2741 Miss Audrey M Abrams, Bay View, Ma ryland 
8 18. CAUSE OF DEATH [Enter only one couse per line fer (0). (b), ond ()-] 5 INTERVAL BETWEEN 
a PaRT I. DEATH was caustoay.  Arteriosclerotic cardiovascular disease ONSET AND DEATH 
3 b IMMEDIATE CAUSE (o} 
= 4 / DUE TO 


< 
£ 
3 
= 
$ 
é 
a2 Conditions, if any, which 1 
Eo gove rise to immediote 
gs corse {0}, cia the under, ( OUETO 
=? ying couse lost. to 
Soe z 
Be ‘4 Par Il. OTHER SIGNIFICANT CONDITIONS CONTRIEUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o)[19. WAS AUTOPSY 
oa ) l= 
=: Ji< 
38 3 yess—] nol] 
35 = [200. ACCIDENT WAS UNDERLYING CJ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 1B.) 
he & | OR CONTRIBUTING [) CAUSE OF DEATH 
gs G | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
es & |20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, farm, 1 20F, (City or town) (County) (Stote) 
ad rat Hour 9. m. While Not white foctory, street, office bldg., etc.) | 
a4 3 p.m. 19 fot work (] ot work ‘ 
55 5 cry S 
a a 21. | certify thot | attended the deceas fromeey. 20 ee, TPe Woe as , 1922_.,that | last sow the deceased 
25 ! 
33 olive an__ July 16 _ ee = 2S re ;-1 ond thot deoth occurred at © ____M, from the causes ond on the dote stated above. 
Op ADDRESS (Street, city or town, stote) DATE SIGNED 
s ACTUAL 4 
33 SBition wo, ......233 Be Main Street AUS 
pa « 
25 PHYSICIAN'S ikt 
2: NAME (Type) « RalpH Andrews, Jr., MeBe E. ixton = =———CCCséCMaaryland 
wy ‘720. BURIAL, CREMATION, | 225. DATE THEREOF ‘ic. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, of count, Stote) 
oS REMOVAL (Specify) 2) (Stote) 
oe Buri 9.50 B ie : ~ Bay View Maryland 
a2 ura, -19- Ba w Meth a ue 
23. FuplgRAL a Ge i ADDRESS da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
yoot— North Rast,Maryiand fowl 21°59 | Gutter £ Hiaua 


ecessory, please exe 


hould be executed within 24 haurs after deoth. If any delayg 


"in pencil in Hem 18. Give Pa: 


ICAL EXAMINER: This certificate s! 


@ 


cute the cemiricate, writing the ward “pending 


“4 


= TO DEPUT 


Poge 4 shauld be 


is. 


ges 1, 2, and 3 to the funeral 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 x 
7833 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 4819 


—_ 
ian, 
4 


ar Reg. Dist. 
3] ) 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If Institulion: Resldence before admission) 
8. 

3 Z Cecil marnano || ° STATE Marviiand b.COUNY Geo4], 

a] b. CITY OR TOWN {if cutside corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outside corporole limits, write RURAL and give nearest town) 

eB ‘ond give nearest town) = 

2 Elkton ei Elkton 

pe d. NAME OF HOSPITAL OR INSTITUTION {If nol in hospitol, give street address) ; STREET ADDRESS ~. 1S RESIDENCE 

eh r Sa ON A FARM? 

5% O Union Hospital ves] No [9 
=i5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
Ss “DECEASED . OF 
Lo (Type or print) DAVID JOSEPH BRENNAN DEATH July 22, 1959 
shee f \ 15. Sex 6. COLOR OR RACE |7- . 9. AGE If UNDER 24 HRS. 
2 2 I ct MARRIED BY NEVER MARRIED []| 8. DATE OF BIRTH oo it ae eee a pee Es 
3a Male White |wirowef  oworceo AV jo (FF yn. 
Be 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
oa € during mos! of warking life, even if retired) b : Oe, 
82 LARGCRER GENERAL Live SA, 
pe 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Ey . 
o§ THe nd Li & £7, G Fe. 
3 15, WAS DECEASED EVER IN U: 5. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
ee es, 00, oF yet, gine wor or dates - ~ 
es VE ww WE -CL-F5C60| Joscry Ye Up EMME Ec tey, M 
2 18. CAUSE OF DEATH [Enter only one courte per line far (0), (6). ond (¢)-] INTERVAL BETWEEN 

PART |, DEATH WAS CAUSED BY: 

€ F IMMEDIATE CAUSE (0) 
3 VAG 


* BUE TO 


Conditions, if ony, which fis 
gave rise to immediate couse 
DUE TO 


& 

3 
52 
pe 
65 {0}, sioting the v ying 
tie a couse lost, {e} 
& 3 PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop] 19. ieee” 
o 3 YES no 
mS 
% . EXTERNAL CAUSE WAS ; j injury | item 1B, 
Bs 200, EXTERNAL CAUSE WAS ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part {or Part It of item 1B.) 
Ez es eae Found drowned 
d3 0c, TIME OF INJURY Month, Day, Year URY OCCURRED [20e. PLACE OF INJURY (Harye farm, 20. (Cy ar Yew) (County) (State) 
Paid How, 30EX wi Not whi ty, streel, affice bldg.. etc) j ‘ 
£3 225 pm. JULY 22 1959 [orwork Oot wor Creek i Elkton Cecil aryland 
22 21. U certify that | took chorge of the remains described obove, held on Autopsy FX], Inspection [], Inquiry [7], and find that 
te deoth resulted from: /Noturol oe (A. Accident BE], Suicide [J], Homicide (2, Undetermined couse (J. 
So 
° — 
. : yh on mip, CHIEF MEDICAL EXAMINER [1] PAT 
223 TES ey ASSISTANT MEDICAL EXAMINER XJ 1/23/59 
Bee NAME (lye) William V. Lovitt, Jr., M.D. DEPUTY MEDICAL EXAMINER (CJ 
aa £ P2a-BUBLAL CREMATION, [2. DATE THEREOF ‘Ze. NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, town, or county) (Stote) 
5 REMQ i 

OF Be, WAIL LI LL 4A TVYW ClKEeTER Ze Knre Pty 

, _ ]23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS EAC FCA fAa. REYD BY REGISTRAR [240, REGISTRAR'S SIGNATURE 
AIMED) ON | } At, JUL 28 '59 Cithen £ Kanu 


smorss (YN CNET Tipoe kirckelh 20 DATE 
¥ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ~ 
7850 CERTIFICATE OF DEATH ves. our. noll 2820 
z 


M 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


e, COUNTY CF 174 pereer: oy °. as ‘e LAWD b. COUNTY CECIL 


b. CITY OR TOWN (If outside Sed limits, write] ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


CRA give ni (NERA AL: seas & (WED 


—_ 


“Cnewineg | 2S5YRS 


@ deoth. Page 4 


4 oa Rs A! HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
X OR INSTITU®ON ON A FARM? 
AN Yes [] No, 


3. NAME OF First Middle Lost 


eer EVA JAWE  BRoyW 


5. SEX 6. COLOR OR RACE |7. MARRIED [L] NEVER MARRIED [-] | 8. DATE QF BIRT 


FEMALE WH 1 7E \woowen pvorceot] | 44/2 19 Ce 


9. AGE [In yeors 


a Es 


12. CITIZEN OF WHAT COUNTRY? 


<2 10a. Males een ieee kind .: work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 
luring most of working i en i RE 
, TAVERWEPER) TAVERN MARYLAND USA) 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
WILLIAM MIKLER CAARA SHEW 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. -L.e* INFORMANT Address 


/ 


(Yes, no, ofgynkpow (IF yes, give war or dates of ervice) 
“We 216 -20-89HR LIFTON BROWN Cow dwsNHeEo, M 
18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: one Net gl 

% IMMEDIATE CAUSE (0) 
Mops; DUE TO a 

Conditions, if ony, which Sy Tee: we 

gove rise to immediote 


Then please remave carbon papers. Pages | and 2 shauld be filed with 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 hay 


couse (0), stoting the under. ( OUETO 
lying cause lost. i] 
Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho} | 19. pba ered oid 
) yesC] no 


OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) 
Hour 0. m. factary, street, office bldg., etc.) | 


p.m. 


200. ACCIDENT WAS UNDERLYING 0 * DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part I or Port Il of item 18.) 


(County) (Stote) 


5 
3 
2 
s 
¢ 
it 
© 
4 
on 
a 
45 
2 
= 
Poe 
es 
= 
a 
€ 
5 
& 
2 
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= 
S 
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a 
2 
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| ar attending physician. 
MEDICAL CERTIFICATION 


TO HOSPITAL reson PHYSICIAN: The low requires that the death certificate be executed within 24 haurs 
page 3 shauld be detached far use as the burial-transit permit. 


$s 21. | certify that | gttended the deceased fram.___ 

ae alive on_______. BE te date stated above. 

= re} a ADDRESS-{Street, city or town, stote) DATE ia 

BS ACTUAL ; 2] ! 

ars SIGNATURE. M0. 4 A An» 4 FT. £ 

= ‘5 i PHYSICIAN'S lV. be 

2% NAME (Type) ‘etl l Wezt.. Lae rey hl (ae ae 

a3 0 To. BURIAL EREIRION, 2b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 2d, UBCATION (City, town: (Stote) 

~S \ a L, (Spe 3 = 

22820) _BORTAL 7/9 [19-59 NOPE WELL ORT DEPOS /y_, MD 
6 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS j da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


mG wrOL 6 39 | Catan f Are 


Fy 
3: 
mK 
>» 
Sy) 
: 


1 /, MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18. Avge 1 
7851 CERTIFICATE OF DEATH hig. i No. 9 


gove rise to immediote 


a rs 
& 3 iT paki DEATH 2 Ey EP sat (Where deceased lived. If institution: Residence before admission) 
5 a. °. oa ef . COUNTY, fo 
“ gas Cecil pee District of Colimbls Vv 
= : 3 b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 8 RURAL ond give nearest town) 4 
eee Perry Point mo. 6 days Washington “LIX -3 
ae, d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
a s .. OR INSTITUTION . % ON A FARM? 
Sas Veterens Administration Hospital 935 - 48% Place, N.E. ves NOSE 
Hie: 
: 3. NAME OF iT ic m 
Fa ms DECEASED First Middle tost 4 og Month Dey Year 
& 2s (Type or print) SAMUEL F. BROWN DEATH Jul, 31 1959 
5. SEX COLOR OR 7 ; a 9. AGE (I IF UNDER 1 YEAR| IF UNDER 24 HRS 
= é 6. COLOR OR RACE |7. MARRIECK] MGB yRReieo [] | 8. OATE OF BIRTH eo ihr eee 
2 id Male Negro wivowep [] pivorced [] 5-28-93 yes. 
5. ae 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Fy 2 3 ~ during most of working life, even if retired) 
8 og. Operator Elevator Virginia USA 
= 13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 
© 
3 Q James H. Brown - Deceased Mary (?) Brown 
4 é 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
= 5 [¥as, no, oF unknown) qe we wor or dates of service) 
8 2 Yes | Ir 125-038-743) Hospital Records, VAH, Perry Point, Md. 
SES 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] INTERVAL BETWEEN 
a a 
2 5 __ PART |: DEATH WeSiATE cause jo __ronchopneumonis bilateral unresolved 
er AOS DUE TO 
z Conditions, if ony, which » Plasma cell myeloma unknown 
3 
2 
z 
2 
2 
= 
: 
< 


cause (0), stating the under- ( OUETO 

lying couse lost. () 
3 Paxr Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1}[19. WAS AUTOPSY 
- 
S yes GE NOT] 
= [ 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
& | OR CONTRIBUTING (1 CAUSE OF DEATH 
© [IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [2%0c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
a Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
= p.m. 19 lot work [] of work [7] i 


the registror priar ta buriol, cremation, or removal, and in any event within 72 hos ofter’ 


poge 3 should be detached far use as the burial-transit permit. 


may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificole has been signed by the attending physicion and completely filled in by 


ADORESS (Street, city or town, stole) DATE SIGNED 
ACTUAL . q 
SIGNATUR mo. VeAeHospital,Perry Point, Md. 8=-5=59 
! PHYSICIAN'S. 
NAME (Type) aN, 
Tho. Ba AT CREMATION. 2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county} {Stote) 
RE) peci 2 
Kea. 4 LLY Arlington Na ona Arlin ton, Virginia 


& TO HOSPITAL Dorrisoine PHYSI 


ae RECTOR'S SIGNATORE DRESS do. REC'D BY ea 2, eee ig ae 
LK E 
Pale ZFennington;&; Havre de Gracgi yah® Spc 


Z 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 NZ 8 2 b 
7852 CERTIFICATE OF DEATH stk a 


— 


il pores RE DEATH z Meee tc (Where deceased lived. If institution: Residence before admission) 


of ~~ 
o 53 
a 
8 8 @. COUNT ° b. COUNTY 
oe MARYLAND ; 
3 Cecil Ohio 
eo ee b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g 8 3 RURAL ond give nearest town} ie : 
Se ge s.4mo. 28days Route #2 Willoughby 72 x 
= az d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
= ei OR INSTITUTION eo ‘No fl 
= ~ YES NO. 
5 ay 
z 
£ a 5 . NAME OF Middle lost 4. DATE Month Doy Yeor 
y= 3s a lata ALBIN K. BUHLER DEATH July 10 19 59 
sus $. SEX 6. COLOR OR RACE ]7. maRRIED[L] NEVER MARRIED fq | 8. DATE OF BIRTH 9. AGE (tn yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 oF = lost birthdoy) 
‘eee Male White — |wiooweo F] BIyORCED Hu 12520-02 56 oy. 
i € ae Wo. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. 8IRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
¢ a5 during most of working life, even if retired) 
Bo ves Laborer unknown Ohio USA 
24 . 3 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 985 
8 Bee Lewis Buhler - Decease Annie Barstow - Deceased 
© 2e 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INI \NT Address 
3 oe. & = (Yes, ne, of unknown) (iF yes, give wor or dates of service) 
Lae Yes | "ww II Ni btainal Ei al Records, VAH,Perry Point, Md, 
5 28s 18. CAUSE OF DEATH [Enter only one couse per line for (0), {b}, ond {c)-] INTERVAL BETWEEN 
2 2 ay PART |. DEATH WAS CAUSED BY: pee Ee arly 
Saas RY I DFATIMMEDIAYE CAUSE (o)__BrOnchopneumonia, bilateral, unresolved 3 to 4 days 
3 aie 2 4 if DUE TO 
a 3% > Conditions, if ony, which »_Chronic valvular heart disease of : nn 
E65 gove rise 10 immediote 3 
5 ££ couse (0), stoting the unde. ¢ OUVETO Unknown etiology unknown 
g a 2 lying couse lost. e) 
oy 3 8 ‘ é Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}] 19. Seber gee, 
> a9 e 
Sad AL 
a5.0 5 S$ Yes fe] No 1] 
25 ca § = 20a. ACCIDENT WAS_UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port I or Port Il of item 18.) 
"Sligie + f¢ | OR CONTRIBUTING CAUSE OF DEATH 
gge° U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3% 3s  ]20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 
5 = 3 B Hour o.m. While Not while foctory, street, office bldg., etc.) i 
BE . 5 2 Pim wy 19 lot work [1] ot work { 
Ss. % , 
eae 21. | certify that Xottended the deceased from. ary 12 1957_, o July. 15D Rane RRR 
£<i 2.2 
2g % 3 P7006 XX, and that death accurred ot6 58M, from the couses and an the date stated abave. 
Oa ADDRESS (Street, city or town, stote} DATE SIGNED 
Dare ACTUAL — 3S 4 L 
Bess / SIGNATURE > Zz ra 4 f—M. NsAsHoapital,Perry Point, Md. 7-10-59. 
'ozRe 
sz35 NAME (type) E.S. ELLS, M.D., ACTING DIRECTOR, PROFESSIONAL SERVICES. 
pA FR cla SL RANE hk A ae het a ge ee Pe ee 
4 z a hy 2b. DATE THEREOF 22. NAME OF CEMETERY OR CREMATORY . ity, fown, or county) {Stote} 
bebe PSL SSF 
Bee SEM oVeh AS South Kirtland Willoughby, Ohio 
. 


TO HOSPITAL Worevoinc PHYSICIAN: The law requires 


FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


y 24a, REC'D ef vara 24b. REGISTRAR'S SIGNATURE 
ier, BOE as Sen _ Havre de Grace, Md. ee ee Cotten £ Fone 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18. 


_ 07823 
Reg. Dist. No. 96 


7853 CERTIFICATE OF DEATH 


%& death. Page 4 


mh 


1. fe a eases %i Pe ay lee (Where deceased lived. If institution: Residence before admissian) 
oe oe . b. COUNTY 
Cecil tld ila) Virginia Halifax v 
b. CITY OR TOWN (If autside carporate limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If aviside corporote limits, write RURAL ond give nearest tawn) 
RURAL ond give nearest town) 
Perry Point rs.l0mo.24days South Boston b35x%-3 
d. NAME OF HOSPITAL {IF nat in haspital, give stree! address) d. STREET ADDRESS 'e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Veterans Administration Hospital 1010~3rd yes []_NO fx) 
3. NAME OF First Middle lost 4. DATE Manth Day Year 
DECEASED OF 
(Type or print) ALFRED y. CHILDRESS | DeatH Jul 19 59 
S. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED §] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) Days | Hours] Min. 
Male White wipowep [7] Divorceo =-15-9 2 yrs. 


10a. USUAL OCCUPATION (Give kind af wark dane! 10b. KIND OF BUSINESS OR INDUSTRY 


during mast af warking life, even if retired) 
Operator Telegraph 


13. FATHER'S NAME 


11, BIRTHPLACE (State or foreign country) 


Virginia 


14, MOTHER'S MAIDEN NAME 


12, CITIZEN OF WHAT COUNTRY? 


USA 


Winthrop H. Childress 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes, n0, or unknown) | UF yes, give war or dates of service) 


Yes 


Mattie Lee 


INFORMANT 


in 72 haurs after deot 


Not obtainable Hospital Records, VAH, Perry Point, Md. 


Then please remove carbon pi 


z 
< 
8 
> 
& 
> 
(2 
6 
= 
x 
ns 
6 


page 3 shauld be detached for use as the burial-transit permit. 


the registrar prior ta burial, crematian, or remov 


may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and camp 


TO HOSPITAL . PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours 


& 


INTERVAL BETWEEN 
ONSET AND DEATH 


6-7 days 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c).) 


PART |, DEATH Was cAustD 8 Bronchopneumonia bilateral unresolved 


/ F DUE TO 
Conditions, if ony, which )_Sub-acute bacterial endocarditis, organism unknown. 
gave rise ta immediate rs oi 
cause {0}, stoting the under. (OVE TO unknown 


lying cause last. 


@_Aortic valye, vegetations of 


F3 Pant tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. pe Bee egg 
2 Ata aL 
S Arteriosclerosis, generalized, moderately severe tes 8) NOG] 
= 200. ACCIDENT WAS UNDERLYING C1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part tl af item 18.) 
a [OR CONTRIBUTING [) CAUSE OF DEATH 
U {(IF EITHER, NOTIFY MEDICAL EXAMINER} 
& ]20c. TIME OF INJURY Manth, Day, Year | 20d, INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20f. {City ar tawn) {Caunty) (State) 
8 Hour’ ate. While Not while factary, street, affice bldg., etc.) ! 
= p.m. 7 fat wark [7] of work [J 1 

21. | certify that attended the deceased from August 26 1929 to July 20 __, 195 Qmaomstamosx merece 


fram the causes and an the date stated abave. 
ADDRESS (Street, city ar tawn, state) DATE SIGNED 


SeWATORE mo. VeAeHospital, Perry Point,Md._7-20=59 
NAME (tyre) _Slinical Pathologist 


T2acBURIAL, CRE: RATION, 7b. DATE THEREOF 
REMOVAL (Specify) 
LD Je AG 


ERAL DIRECIORS'SICBAT 
Powell Muinére 


72d. LOCATION 


Sy 


Zak Ae. te » v fu 5 
wy) da. RPE'D BY REGISTRAR 
° oston, Virginijar JUL 29 '59 


‘OF CEMETERY OR CREMATORY ity, town, or county) (State) 


‘Jab. REGISTRAR'S SIGNATURE 


Coribnn £ Hast 


Home, 


TO HOSPITAL Dvevons PHYSICIAN: The law requires thet the deeth certificate be 


ga 


executed within 24 uy death. Page 4 


ol 


Poy 
x 
a 
. 
8 
te] 
2 
a 
6 
< 
lat 
a 
ES 
= 
oa 
D 
= 
3 
S 
J 
° 
© 
= 
~ 
) 
2 
2 
& 
ry 
3 
2 
8 
a3 
= 
ro 


may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this cer 


led in by the funeral director, 


Then please remave carban papers. Pages 1 and 2 shauld be filed 


the registrar prior to burial, cremation, or remaval, and in ony event within 72 haurs oft, 


page 3 shauld be detached for use os the burial-transit permit. 


AIS (4) 


5M 9/SB 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 iwi 824 
2854 CERTIFICATE OF DEATH Reg. Dist. No, 96 


25 areas spb’ (Where deceosed lived. If institution: Residence before admission) 


ad x 1 4 b, COUNTY Cecil 


c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


x Chesapeake City 


! d. STREET ADDRESS 


1, PLACE OF DEATH 
o. COUNTY Cecil ere 


b. CITY OR TOWN (If outside corporote limits, write is LENGTH OF STAY IN Ib 


RURAL and give nearest town) 
rry Point 4 daya 
d. NAME OF HOSPITAL (If not in haspital, give street address) 
OR INSTITUTION, 


e. IS RESIDENCE 
ON A FARM? 


Veterans Administration Hospital ves (]_No fy 
3. eta ise First Middle last 4 er Month Day Yeor 
(Type or print) EDWARD J. CONWAY DEATH J 31 169 
S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED] 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthdoy) ‘Min. 
Male White wiooweo] __vivorceo EO] | August 4, 1898 yrs. 


100. USUAL OCCUPATION (Give kind of work done| 


durit $1 af working life, even if retired) 
taborer 
13. FATHER'S NAME 


10b. KIND OF BUSINESS OR INDUSTRY 


General 


11. BIRTHPLACE (State or foreign country) 


Maryland 


14, MOTHER’S MAIDEN NAME 


12, CITIZEN OF WHATCOUNTRY? 


USA 


John Conway Sareh Allen 
Pai Tae tele attrib pea “ SOCIAL SECURITY NO. INFORMANT Address 
b | Unknown Hospital Records, VA Hosp,,Perry Point, Ma, 


18. CAUSE OF DEATH [Enter only one cause per line for {a}, (b), and (c)-] INTERVAL BETWEEN 


ID. DEATH 


PART : DeaTi was causco BY: Bronchopneumonia, bi lateral,unresolved, hrs, 
+0 uy DUE TO 
Conditians, If any, which &. Rocky mountain spotted fever (Clindeal) | Unknown 


couse (o}, stoting the under- ( OUE TO 


gove rise to immediote | 
lying couse lost. (¢ 


Hour o.m. 
p.m. 


foctary, street, office bldg., etc.) | 
‘ 


While Not while 
lot work [[] at work 


4 Patt H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
2 re a aliWevmatatie PERFORMED? 
‘arcinoma, Squamous ce ype,of oropharnyx. yes MH no] 
= |'200. ACCIDENT WAS UNDERLYING [J [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I! of item 1B.) 

& | OR CONTRIBUTING LJ CAUSE OF DEATH 

& | ((F EITHER, NOTIFY MEDICAL EXAMINER) gf 

& 20c. TIME OF INJURY Month, Doy, Yeor ]20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town) (County) (Stote) 
ray 

= 


v 


L/ 


it 2. 1959. to Saly Sly 1959 speretereresemerniseseseae! 
and that death accurred otll3 SOAK fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


Perry Point, Md, 8-1-59 


ACTUAL 
SIGNATURE. 


‘20. BURIAL, CREMA’ 
REMOVAL (Speci 


nd, 


23. FNERAL DIRECTOR'S SIGNATURE 


N, | 22. DATE THEREOF 


22c. NAME OF CEMETERY OR CREMATORY (Stote) 


ADDRESS 


Yost Etap Wel 


‘2ab. REGISTRAR'S SIGNATURE 
Ciba te HGessA 


24a. REC'D BY REGISTRAR, 


pare AUG 4 ‘59 


— 


Fe funeral director, 


rsagtter death, Page 4 
Pages 1 and 2 should be filed with 


® 


2 hours ofter death. 


gned by the attending physician and campletely filled in by 
Then pleose remove carbon papers. 


ransit permit. 


Tha law requires that the death certificate be executed within 24 hou 


c 
° 
3 

2 
6 

= 

‘4 
3 
g 


TIENDING PHYSICIAN: 
by the hospital ar attending physician. 


@ 


may be retaine 


TO FUNERAL DIRECTOR: After this cert: 
the registrar priar to burial, cremation, or remaval, and in any event withi 


page 3 shauld be detached far use as the burial 


TO HOSPITAL 


VS ANS (4) 
1SM 9/55. 


MARYLAND STATE DEPARTMENT OF HEALTRH—BALIIMORE, 18 
7834 CERTIFICATE OF DEATH cs tanc titer 


2, USUAL RESIDENCE [Where deceased lived. If institution: Residence before admission) 
©. STATE) b. COUNTY 


VE er. 


c BR OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


Rising Sun 


1. PLACE OF DEATH 


a 
soo ee MARYLAND 


b. city ce TOWN {IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 
Wee ) 


JAME OF HOSPITAL (If not in hospital, give se oddress) » od. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
ic On ves C1 No fat 
3, NAME OF First Middle lost 4. DATE va Doy Year 
DECEASED OF 
(Type or print) Rane War 4G Ther DEATH ee NF 
5. SEX %. COLOR OR RACE |7. MARRIED [] NEVER MARRIED fa |8. DATE OF aman TAGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HES, 
aia ) te ey doy) Doys Min. 
€& yng 1€ {te _|wicoweo O) pivorceo [J “ 
Toa. USUAL OCCUPATION oe kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or Pe amy) 12. GLZEN OF WHAT COUNTRY? 
during most of working life, even if retired) HW Cf J) 
Jn-e wn- NomelFnar , I 


13. FATHER'S NAME 


Uy, 1A 


14. MOTHER'S MAIDEN auih 


dgrnak Themgsen_ 


17. INFORMANT ddress 


=e {0}, (b}, ond {c)-] INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per | 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: y ‘ 
IMMEDIATE CAUSE (o] AP 5 Oke pes + 
DUE TO : X\ 
tions, if ony, which " C% Wey no OCn4a tA 
gove rise to immediote 
cotse (0), stoting the under- DUE TO i KS 
tying couse loxt. ( af Ae VLA d whi 
Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1o}]19. WAS AUTOPSY 
View ves] NOB 


20a. ACCIDENT WAS _UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port # or Port Il of item 18.) 
OR CONTRIBUTING CL] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year {20d INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stole) 
Hour o. m. While on stile foctory, street, office bldg., meh 1 
p.m. jot work ["] ot wor 


MEDICAL CERTIFICATION, 


21. | certify that | attended the deceased from, C5 wad, tok. & aaa of that ' last saw the deceased 
olive an__ Ave de Syke 2S, ead thot deoth occurred ot _. fut ee from the causes and on the date stated above. 
“yr P aporess (Street, city or town, stpte) DATE SIGNED. 


2 hha the 


ACTUAL / © 
SIGNATURE_) nh St SAG Se 
= - 


as 


PHYSICIAN'S 
NAME (Type) ee Oe Se ee a ae 


‘Zo. BURIAL, CREMATION, | 22bX DATE THEREOF BAME OF Be OR toe Td. per (City, town, or county) {Stote) 
Bray Specify) ae IF P Mo 
(e] ek e. 
fi oiRecron: TE Wiis 0 24a. REC'D BY al 24b. REGISTRAR'S SIGNATURE 
’ ' 
reed 2 CAL aut: Sila. 08 Chithan $. Firms 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 
7835 CERTIFICATE OF DEATH NZ826 


Reg. Dist. No. 


wd 


Foreman Paper Mfg. Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


< ce 
ry 3 ‘= 1 Rea 2. eee eee (Where deceased lived. If institution: Residence before odmission) 
wae ot ie 2: b. CoUDTY. 
ga 204 MARTIANO | Mary land Ubei1 
= x] b. CITY OR TOWN (|f outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
g 3 +) RURAL ond give nearest town) . 
7 ae Elkton 2mo.e Elkton R.D.#! 4 
< 22 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS 
@ . OR INSTITUTION / 
SS evine Haven Nursing Home 
eee 
=» 3. NAME OF First Middl U 4. DATE 
aap ates DECEASED * ete los ne Month 
ce eis (pesresienint) Fred Cathers Ewin, date = Duly 
#3 é 5. SEX 6. COLOR OR RACE 17. MARRIED Jo] NEVER MARRIED (-] |8. DATE OF BIRTH 9. AGE (In a IF UNDER 1 YEAR] IF UNDER 24 HRS. 
z < lost birthday) | Months Hours Min. 
2 z Male White wioowen []___bivorceo [] OW 1 sO 5 1877 81 yn. 
3 \ [00. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 during most of working life, even if retired) * 
g voy 
3 
=f 


David N. Ewing Holland 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Address 
Tes, 90, 07 veknown) Lit yos, give wor or dates of service} ‘ am an ” 
No 215-05-3547 Mrs. Emma Ewing, Elkton, Wa. R.D.#4 


18, CAUSE OF DEATH [Enter only one couse per line foro), (bl. ond (-] INTERVAL BETWEEN 


Then please remove corbon popers. 


f a 
PART |. DEATH WAS CAUSED BY: A Wi 4 , ONSETAND DEATH 
IMMEDIATE CAUSE (0] Dg. 8 LED 2 De A gtd OTE, 
te Boe Va DUE To p> 
/ ah 
= Conditions, if ony, which rs / Post. ape 
€ i ; ‘ 
& gove rise to immediote ’ 7 " 
a cotte (0), stating the under- ( OVE TO yf fos ‘ “> 4 
lying couse lost. e) RM LEANN A Os Ge LY 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO‘DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPS' 
] Ly > aes PERFORMED? 
Le bp hit PIAS ot yes CJ NOR 


f ‘ ie 
0b. DESCRIBE’ HOW OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 


200, ACCIDENT WAS UNDERLYING 2] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, | 20f. (City or town) {County} (Stote) 
Hour a. m. While Not while toctory, street, office bldg., etc.) ! é 
p.m. 1 lot work [1] ot work [] 1 


olive on. tee / ipsa 


Zs3, 


MEDICAL CERTIFICATION, 


ATTENDING PHYSICIAN: The low requires that the deoth certificote b: 


by the hospitol or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion ond campletely filled in 


Ss / SiewaTuR hi LIAL A LDL SA 4 
ree Law 2 Se 2 EGS), eee | AS ee 


Hl 
a 
2. 
3 
§ 
° 
2 
« 
& 
= 
&4 
Fs 
. 
5 
E 
3 
~ 
z 
9° 
‘4 
2 
z 
° 
3 
°O 
— 
2 
3 
2 
3 
— 
& 
5 
8 
5 
a 
2 
3 
5 
a4 
a 
5 
8 
z 
iJ 
2 


2 
2 
2 
3 
ie} 
Py 
= 
6 
g 
3 
3 
a 
o 
3 
o 
3 
© 
a 
ac} 
3 
3 
2 
a 
” 
° 
ry 
8 
a 


moy be ret 


No. Hevea ea ‘2b, DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
Rurial Lf24/59 Sharps Cemeter Fair Hill, cecil . Md. 


23, Fu pes CAA SIGNATURE , ADDRESS ha, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
: th. fa 
Te y73s! (eee ea ~KejBlkton, Ma. DATE ayy 9 9°59 Cattan £ Kiawa 


TO HOSPITAI 


ae 


. death. Page 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


TO HOSPITAL Daves PHYSICIAN: The law requires that the death certificate be executed within 24 haur: 


~ 
aot 


Pages 1 ond 2 should bet 


urs ofter death. 


Then please remave carban papers. 


the registrar priar ta burial, cremation, ar remaval, and in any event withi 


may be retained by the haspital or attending physician. 
Page 3 shauld be detached far use os the burial-transit permit. 


SAIS (4) 
5M 9/58 


ome SJATE re RTMENT OF 7 lil BALTIMORE, 18 
7855 °° “CERTIFICATE OF DEATH 


Reg. Dist. No. 


7827 


1. PLACE OF DEATH 


0. COUNTY 0. STATI 


2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 


col 
Cecil ge District of Colaba v 
b. CITY OR TOWN (If oulside corporole limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporole limils, wrile RURAL ond give neares! lown) 
RURAL a jive nearest town] Fe 
erry Point 8 days Washington 47x 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: fe. 1S RESIDENCE 
,) OR INSTITUTION ON A FARM? 
Veterans Administration Hospital 2313 - 36% Street, S.E. ves ()_Noj) 
3. pad & 4 First A Middle lost 4. oy Month Doy Yeor 
epsiontent) CLYDE M. FRYER DEATH Jul 16 1959 
5. SEX 6. COLOR OR RACE |7. MARRIEDJESENEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday} [Months] Days | Hours | Min. 
-| Male White wivowed [} DivorceD [] -6 9799 1892 yes. 
10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHP! (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired} 
Book Binder U.S. Government Pennsylvania USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
John B. Fryer - Deceased Miranda Hamilton 
15. WAS DECEASED EVER IN U. 5. ARMED inches 16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, of unknown) {IE yes, give war or dates of service) 
Yes | Www None Hospital Records, VAH, Perry Point, Mde 


18. CAUSE OF DEATH [Enter only one couse per line for {a}, (b), ond {c).] 
PART |. DEATH WAS CAUSED 8 


162.1 DUE TO 


NY: 
IMMEDIATE CAUSE (o)_ __ Bronchopneumonia_bilateral unresolved ___| 


Conditions, if ony, which «__ Bronchogenic carcinoma right lung with wide- 


INTERVAL BETWEEN 
ONSET AND DEATH 


| 3m5 days — 


unknown 


gave rise to immediote 


couse (0), stoting the under. (DUE TO spread metastases to the left lung, bone, 


lying cause lost, el 


20c. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part I! of item IB.) 
OR CONTRIBUTING [} CAUSE OF DEATH s 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION, 


Pasr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)/19. Teneo 
Arteriosclerosis, generalized, severe - unknown noO 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, farm, 120F, (City or town) (County) (Stote) 
eg. Nei Site factary, street, affice bldg., etc.) 
19 lat work (J ot work i 
July 8. 19.59, to July 16, iS 9 mKmmRseKKaTeCaIoX 
and that death aeoucild 06.3 4 , fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 
acruaL A.Hospital,Perry Point, Md. 7-16-59 


PHYSICIAN'S 


720. BURIAL, CREMATION, | 22b. DATE THEREOF OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
Bursar” || 7/19/59 Pr Circle Hill Cem. Punxsutawney Pa. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
J.William Lee, 4® St.&Mass.Ave.N.E,Wash.DeCdpadUl 2 059 Onthun £ FGoasas 


TENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


and 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 "7 8 D) 
72836 CERTIFICATE OF DEATH ae. 8 


2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare admission) 


o, Al b. COUNT, . 
Maryland Cecil 
c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


1, PLACE OF DEATH 
o. COUNTY 


Ce i MARYLAND 


(=) > 


b. CITY OR TOWN (If outside carporate limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond give nearest town) 2 
Blkton Life 


Ai Elkton 
d. NAME OF HOSPITAL (If nat in hospitol, give street address} 
OR INSTITUTION 


ve STREET ADDRESS. e. bey go 
|___Union Hospi $25 North Street ves [] No LY 
3. NAME OF Fir = Middle. - lost 4, DATE Month Doy Yeor 
DECEASED Ofer CG, Grles BM one 26 359 


5. SEX 6. COLOR OR RACE | 7. maRRieD [Hf NEVER MARRIED [-] | 8. DATE OF BIRTH % fostetrngey 
* st birthdo: 
Male Waite  |woowed pvoreof] | June 20, 1903 56. 


@ funeral director, 


Pages | and 2 should be filed with 


Months Min. 
$ 10. USUAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Be during most of working life, even if relied) au 

o3 Retail Merchant Grocer Maryland U.S.A. 
By~ 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

a 

° Oliver C. Giles, Sr. Idella UNKnown 

Fy Ts, WAS DECEASEDEVER INU, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT hdd 

5 No Irs. tulah Johnson S D on, lid 
3 18. CAUSE OF DEATH [Enter only one couse fer | INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: gpa deisel 
§ IMMEDIATE CAUSE (o] 

= buE TO 


if ony, which 
gove rise to immediote 
cotse (a), stoting the under- 


lying couse tost. el 
4 ay Ww 2 he SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART. Va} } 19. bie el ai! , 
vr 7 “ “~ 
if be [es Sir YC] NO fH 


200, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port Il af item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY iHome, f 
Hour o. m. White Not while foctory, street, office bldg. 
pom. 19 lat work 7] ot work = ([] 


m. 
21. | certify i) angen the decea: aa 27 ee 19. Zo a Lf Pel... 19. Ahat | last saw the deceased 


20f. (City or town) (County) (Stote) 


ra 
9 
= 
= 
= 
= 
5 
& 
tv) 
= 
= 
ral 
Fr 
= 


7 4 
alive ans --, and that death accurred at. 123 Pw. from the causes and an the date stated abave. 


\ me ADDRESS (Siree!, city or town, stote) ATE SIGNED * 
A Gad .1b2 UFR op 


the haspital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in 


Y 


the registrar priar ta burial, cremation, or remaval, and in ony event 


poge 3 should be detached far use os the burial-transit permit. 


SIGNA’ - a 
= } {\ ‘ f ae 
Zé | Jeepers of webisinte FE (kei 
Fa £ ‘W2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, ar county) (State) 
zee Elkton Cemetery Elkton, Md. 
2 att Ma 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
-) 1 ‘i 
vs ats 0 Blkton, Ma. pare AUG 4°59 Cutten 2 Kiss 


ond 


co 


! directar, 


leath: Page 4 
e Fil 


a 
am 


Pages 1 and 2 


te be executed within 24 hours afte; 


fica 


Then please remave corbon popers. 


thot the death certi 
the registrar prior to burial, crematian, or removal, ond in ony event within 72 hours ofter death. 


ires 


The low requ 


y the hospital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physicion and completely filled in b! 


TTENDING PHYSICIAN 


oe 


poge 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL 
moy be retoi 


2s 
Ra 
Pry 
& 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
7337 CERTIFICATE OF DEATH 07829 


Reg. Dist. No. 
2. ee RESIDENCE (Where deceased lived. If institution: “Or before admission) 


°. b. COUNTY Otte _ 


¢. CITY OR TOWN (Ifoutside corporote limits, write RURAL ond give nearest town) 


1 peer OF DEATH 


oun G, par MARYLAND 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib 


RURAL ond give nearest — a y > t 


* 4 
d. NAME OF HOSPITAL {IF not in hospitol, give street address} q |. STREET ADDRESS. fp e. 1S RESIDENCE 
OR INSTITUTION a 4 ; ii AS Po - ON A FARM? 
MAA Ky Za Zt ves no) 


3. NAME OF First Middle 


DECEASED 
(Type or print) QAM L Vv va Dias 
5. SEX 6 COLOR OR RACE |7. marRigD [] NEVER! MARRIED [Iq | 8. DATE OF a 
WA wipowep [J _—opivorceo (J dynwoby 40 “16 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, ILL tele ate or “ founiry) 


12. CITIZEN OF WHAT COUNTRY? 


twwsA 


ducing most of working life, even if retired) 


13. FATHER'S NAME 14. MOTHER'S RAIDEN NAME 
AL. ZL, 
yar Ye _ So¢-a2 OL gtd 
1S. WAS DECEASED FVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT 
Yes, no, of unknown) (HF yes, give wor or dates of service] VW. pA 
nat? . 
x 


18. CAUSE OF DEATH [Enter only one couse per tine for (0), (b}, ond (c). oe 


PART |, DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (o} 


DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Ws - od 


Conditions, if ony, which 
gove rise to immediote 

cote (0), stoting the under: ( OVE TO 
lying couse lost. re 


Part Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. Wee 


MED? 
ves] Nog 

200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 

OR CONTRIBUTING LC] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, ae Yeor [20d. INJURY OCCURRED — [20e, PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (Stote) 

i Sage 3 irtiites acai Not et foctory, street, office bldg., etc.) 
p.m. fot work [[] ot work H 


MEDICAL CERTIFICATION 


21. | certify that | attended the bene: fram, : His | ee | Ot Se Su. ald, 198 1.thot ( last saw the deceased 

alive on____- are = Ae ie death accurred af {-2S _M, ftam the causes and an the date stated abave. 
DDRESS (Street, city or town, stote) DATE SIGNED 

Senate WI ol & MD. SN ee eee MN 

PHYSICIAN'S Y 

NAME (Type), 


Zo. alia CREMATION, TI pay 2 del OF rl OR FROmaTORy— Zd. LOCATIOS lown, of County} (Stote) 
isi MOVAL (Specify) Ar a 
7 fa. REC'D BY REGISTRAR 2ab. REGISTRAR'S SIGNATURE 
1 oP 
’ i Wt— Voor yor 14°59 tas 8. Fianna 


S 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ny 830 


? MEDIC vk E Ml ER'S GE TIFI OF DEATH é 
FOR STATI @ 8 3 6 BDICA Pere sr mG24 -ef(- e Reg. Dist. Ne. 

HEALTH D ) T eet! tape 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before ‘odmission) =a 
ge ee 0. STATE 
1255 7a Cecil MARYLAND Pa. Mohnttiiry 
QE b. OR pide inl corporote limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If ot ES ane limits, write RURAL ond give neorett town} 
ee end give oaorn! own newQo ’ 
g85 Earville ReDe Visiting || MerazezcBds. Yin 5 ee lee 
@ d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitol, give street addi d. STREET ADDRESS T e. IS RESIDENCE 

. ¥ ON A FARM? 

rn J —_ » | Yes O no && 


3. NAME OF 
DECEASED 
(Type or print) 


Firt 


low 


Li 19 
IF UNOER 1YEAR| IF UNDER 24 HRS. 
Doys | Houn | Min 


9. AGE tin peo 
leat bisthdor) 
ys. 


Q) 24 
6 COLOR OR RACE |7- MARRIED EJ} NEVER MARRIED (| ®. OATE OF BIRTH 


W WIDOWED [} divorced [J 


a kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
‘even if retired) 
° _Yale_&Towne: St» Paule Minne 


ix FATHER'S NAME. 14. MOTHER'S MAIDEN NAME 


Williem Higg Dorthy Smith 


¥5. WAS DECEASED EVER IN a $. para TORR 16. SOCIAL SECURITY NO. ]17. INFORMANT. oti 


oes Wye ingots farce) Dar thea ei ce iota, ‘Addren 
pi! 2OI-H782 | Mra, hae Moreno RD. WymwmoodPa. __ 
| Ti. CAUSE OF DEATH [Enter only one coure per li PP x Agein, 7 —— 


PART 1. DEATH WAS CAUSED BY: 


If any delay is 


h2. CITIZEN OF WHAT COUNTRY? 


USehe 3 


100, USUAL OCCUPATION 
during most of working Ii 


‘ONSET ANO DEATH 


for (0). (b), ond (c). } INTERVAL ACT WER 
IMMEDIATE CAUSE (o) ___Acute Coronary oS 


Ke@a.! DUE TO 
Conditions, if ony, which @} 
Gove rise to immediote couse af im, 
fo}, stoting the underlying( OUE TO 
couse lost. (cb. a = 35 
Fs PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
‘ RFORMED? 
1s ves oO NOR] 
& [200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part I af item 18.) 
& | PRIMARY [) or CONTRIBUTING 
| CAUSE OF DEATH. 
2 = an —s a a 
% [20c. TIME OF INJURY Month, Doy. Year [20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, form, 1204, (City or town) (County} (State) 
r= Hour 9. m. Not while factory, street, office bldg., etc.) | 
z p.m. 19 H 


21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection [gg, Inquiry [g} ond in my 
d from: Natural cousesspy Accident []. Suicide O. Homicide []. Undetermined manner [es] 

ACTUAL UV 

SIGNATURE __ 


EXAMINER'S 
NAME (Type) 


te, writing the ward “‘pending™ in pencil in Item 18. Give Pages ?, 2, and 3 ta the funer 


AL EXAMINER: This certificate should be exacted within 24 hours after death. 
4 should be farwarded to the Chief Medical Examiner's Office ofong with form PM3. Page 5 may be retainea 
TO FUNERAL DIRECTOR: Page 3 shautd be used as a burial-transit permit. File pages 1 ond 2 with the State Baord of Health, 


CHIEF MEDICAL EXAMINER [J ee er, 


ASSISTANT MEDICAL EXAMINER [—] 
OEPUTY MEDICAL EXAMINER ot 


M.D. 


@ 


or ifs designated agent, prior ta burial, cremation, or removol. and in any event within 72 hours ofter death. 


TO DEPUTY 
execute th 


VS. AISME 
5M 2/57 


oat 


. Page 4 


funeral director, 


in 24 hours after deoth. 
Pages | and 2 should be 


= 
2 
a4 
= 
3 
2 
x 
o 
® 
a 
2 
3 
g 


lease remave corbon popers. 
n 72 héurs-ofter deoth. 


Then 


the registrar prior to burial, cremation, or removal, and in ony event 


permit. 


KJ 
© 
3 
2 
= 
= 
ty 
2 
a 
€ 
° 
8 
2 
o 
© 
Hi 
2 
x 
iz 
o 
£ 
5 
2 
2 
. 
° 
es 
> 
F 
é 
oO 
- 
© 
$ 
3 
2 
a 
2 
2 
° 
8 


tending physicion. 


\TTENDING PHYSICIAN: The low requires that the deoth certi 


ry the hos; 


TO FUNERAL DIRECTOR: After 


poge 3 should be detached for use as the bur 


TO HOSPITAL 
moy be retoin 


© 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 F 2 
AVSd1 
7857 CERTIFICATE OF DEATH Se i Sa 


2. USUAL RESIDENCE (Where deceased lived. If tnstitutian: Residence befare admission) 


a, STATE ‘land b. COUNTY Cecil 


¢. CITY OR TOWN (if outside corporate limits, write RURAL ond give necrest town) 


X Bainbridge 


d. STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 


‘Trailer 19, Bainbridge Village ves] NOlg 


1, PLACE va DEATH 
a. COUNTY Cecil MARYLAND 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib 
RURAL ond give nearest town) 


8 by n 
d. NAME OF aOst TAL (If nat in haspital, give street address} 
OR INSTITUTION 


N 4 nosy ca MG 
3. NAME OF Middle 4. DATE 
Bette ob iddte Lost BA Manth Day Year 
(Type or print) Ricardo House DEATH J 4 19 59 
5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [3] | 8: DATE OF BIRTH 9. AGE (In years [IF UNDER } YEAR] IF UNDER 24 HRS. 
lost birthday) [Months] Days | Hayrs | Min. 
Male Negroid [wow oworceo} | & July 1959 om. 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
-= -- Maryland United States 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William Warren House Patricia Hilliard 
ee WAS Muar ee IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fe1, ne, of unknown) If yes, give wor or dates of service) 
No -= Hospital Record 
18. CAUSE OF DEATH [Enter only one cause per line for (a), {b). and (c)-] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: isi ore any, boa 
- IMMEDIATE CAUSE (0) PREMA’ URITY ry 
DUE TO 
Conditians, if any, which (b) 
gave rise to immediote 
catse (a), stating the under. ( OUETO 
lying cause lost. @. 
ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}| 19. een 
= 
& yes] no 
= 200. ACCIDENT WAS_UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port t or Part It af item 1B.) 
= OR CONTRIBUTING [} CAUSE OF DEATH 
UO [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Bs a ee ee 
S [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, form, | 20F. (City or town) (County) {Stote) 
rat Hour om. While Not white faciory, street, office bidg., etc, y a 
= p.m. 19 lat work [F] ot wark 


21. | certify that | attended the deceased fram__& July... 1959, En = oe, , 1959_,that | tast saw the deceased 
alive on____& duly, 1 59 and that death accurred at'72.5 P.M, fram the causes and on the date stated above. 


ADDRESS (Street, city or town, state) GYED 6 
SeNATUR 0 : Me £0 o. Ue_Sa_Nevel_Hospital, _ Bainbridge, 4.2 " 


Bee Victor E. same LT MC_USWR 


. ‘2b, DATE THEREOF ae OR Eres BA ION (City, town, or county] {State} 
. BRE OE" Load hbethad Accr L 
— Kae Vad, LA1h re3 Li spaatdh Lida teh 4 


ae INERAL DIRECTOR’ RE iy, $ Z 
PTET GHA LLM LAL 


7 ye REZ D BY ay ‘2db. KEGISTRAR'S SIGNATURE 
Mud Al pardUL 7 ihn £ Trane 


ith 


GAS. 


Poges 1 ond 2 should be Atet 


er death. 


ing physicion ond completely filled in @ funerol director, nll 


Then please remove carbon popers. 
hour: 


ate has been signed by the ottend! 
the registrar prior 10 burial, cremotion, or removal, and in ony event within 


poge 3 should be detached for use os the burial-tronsit permit. 


ENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours ofter death: Page 4 
ding physician. 


7 


we TO HOSPITAL 
moy be retoi 


+4 
4 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7838 CERTIFICATE OF DEATH 7832 


Reg. Dist. No. 
dis Lee lee 2 Re ea (Where deceased lived. If institution: Residence before admission) 
— b. TY: 
ecil. marmano || fia ty land jextohanl 
b. CITY OR TOWN (If outside corporote limits, wrile | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) 


Elkton rs. 2/ Elkton 
d. PE Meartunone {If not in hospitol, give street address) / d. STREET ADDRESS: e Sona 
Deyine Haven Nursing Home 109 Church Street ves) NOK) 
3. NAME OF First Middle Lost 4, DATE Month Day Yeor 
DECEASED 
Prceea scinn Carrie P. Hudson beam July 22, 19 59 


5. SEX 6. COLOR OR RACE |7. MARRIED FAY NEVER MARRIED [] | 8. DATE OF BIRTH 9 AGE Ila yeaed IF UNDER 24 HRS. 
ost birthdoy! Da i 

Female White wioowen[]) —soworceo | Dec, 21.1882 16 pe jaca] ere Hoan | in 

10a. USUAL OCCUPATION {Give kind of work done| i0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 

Housewife Maryland U.S.A. 

13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
David Lusby Mary Price 


I 15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Fes, n0, oF unknown), Ut yer, give wor of dates at tervice). x 
Me Charles 0, Hudson, 109 Church St. Elkton 


18. CAUSE OF DEATH [Enter only one cause per line for {0}, (b}, ond (c).] 


PARTI. DEATH Was Causéo By. Arteriosclerotic cardiovascular disease 
IMMEDIATE CAUSE (0} 


} 
é if DUE TO 


INTERVAL BETWEEN 
ONSET,AND DEATH 
unkno 


Conditions, if ony, which 
gove tise to immediate 
couse {0}, stoting the under. ( OUE TO 


lying couse lost. (ce) 


Pat it. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }{a)|19. fee ehh 
vs) nog] 


200. ACCIDENT WAS UNDERLYING 13 ‘2b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I! of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20, TIME OF INJURY Month, Day, Year {20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour a. n. While Not while foctory, street, office bidg., etc.) | 
p.m. 19 fot work (1) of work [J ‘ 


MEDICAL CERTIFICATION: 


21. | certify that | attended the deceased from_.Jume 3, 1929, Jour SBTY EE. 19.22 that | last sow the deceased 
alive an__ sy rss ; ps 12 2S___, and that death occurred at_© __M, fram the causes and on the date stated above. 
Zh) < \s ADDRESS (Street, city or town, stote) Bs SIGNED 

/ Linn? mn. Mai : 
stim A Uh preety M2 uo, 288 B, Main Stee Bhan «WS 


; ¢ 
NAME (hype) ‘Ralph Andrews, Jr., M,D.- _Elkton, Maryland 


‘Zc, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
Burial 7[25/59 Bethel Cemetery Bethel, Cecil Co. Md. 
23. F; L DIRECTOR'S SIGNATURE 7 ODRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
: i Elkton Chthan £ Fiasne 


Hed in & funeral 


ite be executed within 24 haurs after death: Page 4 


ical 


the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely 


TENDING PHYSICIAN: The low requires that the death certifi 


YY 


e 


TO HOSPITAL 
moy be reta’ 


VS AIS 
15M 9/! 


2 
a 
3 
s 
~ 
72 
x 
5 
3 
D 
5 
« 


Then please remave carbon papers. 
the registrar priar ta burial, crematian, ar remaval, and in any evant ota 72 haurs after death. 
\\ 


page 3 shauld be detached far use as the burial-transit permit. 


< 


tl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7839 CERTIFICATE OF DEATH 07833 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, If institution, Residence before admission) 
yee MARYLAND ‘d b. COUNTY Rand 


b. CITY OR TOWN [IF outside corporote limits, write 
RURAL ond give nearest town) 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


¢. LENGTH OF STAY IN 1b 
WES 


y : 
A Ira k 
‘d. NAME OF HOSPITAL (If nat in hospitol, give street oddress) pd. STREET ADDRESS ©. 1S RESIDENCE 
OR INSTITUTION ( ON A FARM? 
: Hy ves) No) 
3. NAME OF First Middl 4. DATE Y 
NAME OF ira iddle lost pa Month Day “eo 
(Type or print) inton M4 he: 2 et DEATH July ae 1” 59 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In years [IF UNOER 1 YEAR] IF UNDER 24 HRS. 
fest birthdoy) [Months] Days | Hours] Min. 
f * WIDOWED Gj} ovorceoQ | Wapoh 6.1988 7 yrs. 
Ta, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of fi tee life, even if retired) 
7 en 3 of 
blo id 


2. PAE EME : 14, MOTHER'S MAIDEN NAME 


Robe aquette Martha Bristow 


15. WAS DECEASED EVER IN U, S. ARMED FORCES? 116, SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes, no, o¢ unknown {HE ye, give wor or dates of service) 
fe! Tone abe on aqcuett wk Dn, hid 
fen nd 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b). ond (c}.] INTERVAL BETWEEN 


ONSET AND DEATH 
Pi eh it wate, Arteriosclerotic cardiovascular 


vite DuE To renal disease 
Conditions, if any, which 
goye rise to immediote 
cotse (0), stoting the under. ( DUE TO 


lying couse lost. ie} 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}]19. WAS AUTOPSY 


vs(Q noQ 
20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Lor Port Il of item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
Hour o.m. While Not sie foctory, street, office bldg., 2h d 
p.m. ot work CO ot work 


21. | certify that { attended the deceased fram, — 1959._, be Ld... 19. 59,,that | last saw the deceased 


unknown 


4 
se} 
= 
= 
ee 
= 
& 
& 
& 
vu 
< 
1s 
fe: 
= 


alive on____July_ ae 19.57, and that death accurred at <2 2Y 9 3% _M, fram the causes and an the date stated abave. 
7 ADDRESS (Street, city or town, stote) DATE SIGNED 
Seeea tun Mo. 233 E. Main Stree t July 15,1959 


PHYSICIAN'S 
NAME (Type), 
‘220. BURIAL, CREMATION, | 22b. DATE THEREOF] zac. NAME 
pS {Specify 
cH URI 


‘a 
240. REC'O BY Ronit ‘4b. REGISTRAR'S SIGNATURE 
pate JUL 2 0 '59 Oban & Kad 


a) 


A MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ' 
{ 7840 CERTIFICATE OF DEATH 17834 


Reg. Dist. No. 


Sige 

3 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 

8 3. . °. es 

= Cecil MARYLAND Md. bi COO et 

£4 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

ae? tral give nearest town) B, te 

oS Lkton Van Se Ady, Elkton 

ie d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e. I$ RESIDENCE 

‘° } OR INSTITUTION ns ip * ON A FARM? 

Z x 2 Norman Allen 2 Norman Allen ves] No OE 

2 3. NAME OF First Middle tow 4. DATE Month Day Year 

& (Type or print) FRIEDA BUNTING KASISKY cram July 1 1959 

= $. SEX 6. COLOR OR RACE |7. MARRIED [Z] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE {In years iF UNDER 24 HRS. 
of L \ thdoy) (Months? Days | Hours | Min. 

Female White |wroweQ  worceo |Dec. 14+, 190 va. 


4 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
= during most of working life, even if retired) 

3 Teacher School Penna. UpSisfes 

s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

i W. Maurice Bunting Sara Wentz 

3 i, 1S. WAS DECEASED EVER iN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 

ce Tes, no, of unknown) Ut yes, give wor oF dates of service) = f 4 i. 

< }___No 141-143324 George J. Kasisky Elkton, Nd, 


1B. CAUSE OF DEATH [Enter only one cause 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (] 


DUE TO 


Tine for (0). (b). ond (€}-} INTERVAL BETWEEN 


ONSET AND DEATH 


; 


Then please remave carban papers. Pages | and 2 shauld be filed with 


the registrar prior to burial, cremation, ar remaval, and in ony event 


Conditions, if any, which rn 
gove rise to immediote 

co¥se (0}, stoting the under- (| OUE TO 
lying couse lost. . 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) 19. WAS AUTOPSY 
yes] Noy 


20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘We, PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) (Stote} 
Hour a.m. While Not while factory, street, office bldg. etc.) ! 
Pom. 19 at work [7] of work [J a ee 


ransit permit. 


cote hos been signed by the attending physicion ond campletely filled in ti 


tending physicion. 


MEDICAL CERTIFICATION, 


ENDING PHYSICIAN: The low requires thot the deoth certificate be executed wi 


3 21. | certify that | attended_the deceased from.s LLELOT~___ 12D, toffee , WALL. that | last saw the deceased 
ri alive on ---22_, ess). and that death accurred at ZAP (Jom the causes and an the date stated above, 
B= C: é ADDRESS (Street, city or town, stote) 
‘ Zs 
sittin” ERA = PRerro ow (ee 


od 


TO FUNERAL DIRECTOR: After this ce: 


meseuws Amv ey Ve DAy 1S 71 


Ne. Hee oa ac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town. or county) (Stote) 
i 
Hurtat 4/59 Immaculate Cohception| Nr. Elkton, Md, 


123. FUNERAL DIRECTOR'S SIGNATURE ADDRESS da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
vaso =) PEPPTI FUNERAL HOME A) a Jus Elkton, Mde lowe JUL6 29 Cnthen 2 Kiaud 


page 3 shauld be detoched for use os the buri 


TO HOSPITAL 
may be reto 


TTENDING PHYSICIAN: rhe: low requires that the death certificate be executed within 24 haurs afte 


y the hospital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in tI 


1 eek STATE DEPARTMENT OF OF — 18 


7841 CERTIFICATE OF DEATH N'7835 


ie ote Reg. Dist. No. 
s 3 = 1 PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institution, Residence before admission) 
o ee ¢ MARYLAND oh Bos ‘Land b COUNTY Cecil 


Ge CITY OR TOWN {[f outside corporate limits, write RURAL ond give nearest town} 


North East R.D.2 


b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond jive Scare! town) 
8 hours 


7 de 


d. NAME OF HOSPITAL {If nat in haspital, give stree! address) Gd. STREET ADDRESS. e. 1S RESIDENCE 
i OR INSTITUTION: Union Hos i tal ON A FARM? 
3 Pp yes [] NO 
co] 3. NAME OF First Middle: Lost 4, DATE ni Doy ve 
- DECEASED OF 
$ (Type or print) Bertha H.Levredge i DEATH "fay 12 wo 
é 5. SEX 6, COLOR OR RACE | 7. MARRIED [OE NEVER MARRIED [] | 8. DATE OF BIRTH 9 AGE coaece IF UNDER 1 YEAR] IF UNDER 24 HRS. 
i Female white |woowe — ovorceo C] March 9,1890 aia tel bbs 
3 100. USUAL OCCUPATION (Give kind of wark dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
9 during most of working life, even if retired) Sep 

lousewit e pet Maryland USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
James Pryor Tyson 


15. WAS Boge 4) IN vu. ‘$$. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
Seen ct cc Fs ee Clarence J.Levredge North Bast R.D.2 Maryland 


1B. CAUSE OF DEATH [Enter anly one cause per te al (0), (b), and i ‘ INTERVAL BETWEEN. 


PART 1. DEATH WAS CAUSED BY: ONSET ee DEATH 
™ IMMEDIATE CAUSE (! yori: 


Vol tr 
/ ~ DUE TO 


Md. { . ih, é 
Conditions, if any, which Atsedarciuvina of 9 iL iach 


gove sise to immediate 
cose (a), stating the under- { OVE TO 
lying couse lost. (). 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)} 19. Mies AUTOPSY 


FORMED? 
——— yes ] no 
20a. ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | ar Part II af item 1B.) 
‘OR CONTRIBUTING LI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Manth, Day. Year | 20d. INJURY OCCURRED 2e, PLACE OF INJURY (Home, farm, 120. {City or town) (County) {State) 
Hour 0. m. While Nat vile factoty, street, affice bidg., etc.) 
p.m. lat work (] at work =a H ~— * — 


21. | certify that ! attended the deceased or ely, WBE, to. Ls Joly __., 122 that | last saw the deceased 
alive on._Ld ve eae oo 


Nee r . ond that death occurred ‘at_ LL aM, fon the cause$ and an the date stated above. 
4 ADDRESS (Sireet, city ar town, stote) DATE S1GNED 


by, 
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the registror prior ta burial, crematian, ar removal, and in any event within 72 haurs 4 
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1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1) == CERTIFICATE OF DEATH (7836 


Reg. Dist. No. 
1 soe ag, DEATH 2. USUAL 1 RENCE (Where deceased lived. If institution: Residence before admission) 
MARYLAND 
b. CITY OR TOWN (IF outside ae Coeet write | ¢. LENGTH IHIGE STAY IN Ib 
RURAL ond rest 


0. STATE b. COUNTY 
A ACOA 
‘d. NAME OF "Sieben {IF not in hospital, give cose Low 
OR INSTITIMION 


«, CITY £4 Tow! ores corporote limits, write RURAL ond give nearest town) 
palbhey 
@ BsTeerT enn e. tS RESIDENCE 
ON A FARM? 
C yes] not] 


3. NAME OF First Middl 4. ieee 
DECEASED | wa el Month Yeor 
(Type or print) CY eid RV. . Gg DEATH 19 <9 


Th « 
5. SEX 6. COLOR OR RACE |7. anegelig CO NEVER MARRIED ol} DATE OF BIRTH GE (In years [Wf UNDER 1 YEAR] IF UNDER 2a HR, 
WwW ee Hours | Min. 
WIDOWED ae’ bine y 16 
C OCCUPATION (Gi }dD OF BUSINESS OR INDUSPRY | 11. BIRTHPLACE (Stote or erat country) 12. CHUZEN OF ye COUNTRY? 
ing most of working life, even if retired) 
Pree ee, AU LY) GAGA 
> y; 14. MOTHER'S MAIDEN AAME 
Hi 

Hr ZZ, ‘ SLUFL 
VS. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT dress 
(Yes, no. of unknown) {IE yes, give war oF dates of rerwice) Z oe ih Ci / hy 

5 ae £7 UC LH LLALLELE, 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ON: ID DEATH 
. IMMEDIATE CAUSE (0) 


“lf ax DUE TO 


Conditions, if ony, which rs 
gave rise lo immediote 

cose (0), stoting the under. ( OVE TO 
lying couse lost. ©. 


& funerol 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion ond completely filled in EI 


Pages | and 2 shauld be 


rs. 


np 


Then please remove coy 


the registrar prior to burial, cremotian, or remaval, and in any event within 72 hours o er legs 


TENDING PHYSICIAN: The law requires thot the death certificcte be executed within 24 haurs ofter deoth. Page 4 


a 
ce = 
fos 
235 4 Parr tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AuTOrsy 
Zao = 
ees O48 yes] No 
O28 = [20a ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
28 3 
eaig & | OR CONTRIBUTING CI CAUSE OF DEATH 
Ess © | UF EITHER, NOTIFY MEDICAL EXAMINER} 
SEs & |2%0c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
5% 8 a Hour o.m. While Not while foctory, street, office bldg... etc.) t 
si? 3 p.m. vw lot work [] of work A H 
aD z 
H = 21. | certify that | attended the deceased fram. 19d? York, date, 19.8" Ythat | last saw the deceased 
° 
é 3 alive on Sain. a) ai ae 1285 zoe ond that death occurred RE EEN |. fram the causes and an the date stated above, 
S 3 "ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL a oe ~ 
3 roy ON NE Jad) SEO) fy Ao O Ia Mo. AY STINE 3 *% 
ESD 
Zz & S / nares 
eoae fall [ne Se eee ee ee — hice 
ae 
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ofo® Lz ‘ 
e : ade pe 4a. REC'D BY oon Dab, REGISTRAR'S SIGNATURE 
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7843 CERTIFICATE OF DEATH 837 
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te Reg. Dist. No. 
: = 1. PLAGE OF DEATH a 2, USUAL RESIDENCE (Where deceosed lived, If institution: Reidence before admistion) 
by! @. f a. b. COUNTY 
$3 ’ MARYLAND a CRE 
Be City OF ye (If outside corporate limits, write | c, LENGTH OF STAY IN 1b [| _c. CITY OR TOWN (If outside corporote limits, write RURAL and give ncarest town) 
3a ond give nearest town) ‘ 
52 13 YRS x cg“ Te Pit ¢ 
“Se d. NAME OF bog ITAL (If not in hospital, give street oddress) |. STREET ADDRESS: @. tS RESIDENCE 
¢ ‘es QR EL A ON _A FARM? 
a yy ei " oF LES Ke Hane yes Beno 1] 
H 
5 3. NAME OF First Middl lost 4. DATE Month 
es DECEASED | bh toe st . jon! Dey Yeor a 
i treorein MGONME HAMM sere CAEE 2/,_ 
2 5. SEX 6 COLOR OR RACE ]7. MARRIED L] NEVER MARRIED [-] |® DATE OF eiRTH 9. AGE i Y y TFUNDER 1 YEAR UNDER 24 HRS. 
— last piel es Mil 
‘e yw winowen ~~ oworeo OD | SAK 7 DP, /p OF ee ee in. 
oe 10a. USUAL OCCUPATION (Gi ‘of work done]10b. KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLECE (Stote or foreign country) 2, 8 OF WHAT COUNTRY? 
= during most of working life, eyen if rated) 
tia 3 AT ATE EX4S 
S 4 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


RAM L EMME igi 


a es WAS vo [ee St rate Fok (CES? | 16. LT SECURITY NO. [17. INFORMANT Address 
WAS DECEASED Even it U5. ARMED FORCES? aa : a, 
SARA LC COCKE A(t, Mg 


| is. rs OF DEATH [Enter only one cause per line a (oe), (6), ond (c).. me INTERVAL BETWEEN 


ONSET AND. DEATH 
PART I. DEATH WAS CAUSED BY: b An Ot 
IMMEDIATE CAUSE (0] EUV LULA 


DUE TO 


Then please remave carban papers. 


Conditions, if any, which 0) 
goye rise lo immediate 
catse (a), stating the under 
lying coure tast. (¢). 


Part MU. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) |19. as AUTOPSY 


RFORMED? 
af 0 nog 
200, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port I or Port Il of ilem 18.) 
‘OR CONTRIBUTING (CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c, TIME OF INJURY Month, oe Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, form, ; 20f. (City or town) (County) (State) 
Neve omn: While NS =i factory, street, office bldg. etc.) ! 
p.m. lot work [7] at work i 


21. | certify that | attended the dec from, SET 193K, tone ef... 19SZ. that | last saw the deceased 
za eee! ~;-- and that death occurred at_L/ fm, from the causes and on the date stated above. 
PHYSICIAN'S 


alive on aC 
Gf c ADDRESS (Street, city o¢ town, state) DATE SIGNED 
: Aeaopierhitd lee YF 
NAME (Type) ] CY V 0 ALLS lf : 


Ra. pEmoiaet) Mb. 7 E THEREOF ‘Tc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
ity «& : 
ABT? + LLeR BRof w/o ee, 
C 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
_[oare JUL 2 4 ‘59 Onther £ Kaus 
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\TTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Poge 4 


y the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in 
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TO HOSPITAL 
may be retai 
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pisiaabiaata, < saa DEI ye cectbinid 
* CERTIFICATE O1 OF DEAT 


OF HEALT' —<c 18 


07838 


Reg. Dist. No. 


~ 
OS 


1, PLACE OF DEATH 
a, COUNTY 


— 
ag 


irec! 


MARYLAND 


ts, write | c. LENGTH OF STAY IN Ib 


b. CITY OR TOWN (IF Ce eateoal tie 
RURAL ond giye nearest to 


b. COUNTY t 


2 ne RESIDENCE (Where deceased Iwed. If institution: Cc. before gdmission) 


Te 


A oe ride corporote Lae RURAL ond give nearest town) 
/4; LG en 


d. STREET ADDRESS 


. 1S RESIDENCE 
ON A FARM? 


yes (] NOE 


Z] Pee 
d. NAME OF ROSFiAL (if not in hospitol, give street oddress) 
OR INSTITYZION 
A A 2AXO LOS 
3. NAME OF First Middle 
DECEASED 2 
(Type or print) a 


one 4 pare Month Doy Yeor 


Stara ‘b, 19. GZ 


thin 24 haurs ofter death: P. 
Med in | funeral di 


5. SEX y &. COLOR OR RACE |7, MARRIED [] NEVER MARRIED [7] 
wy /, a FE _|wivowen DIVORCED [} 


2 saa 2 a 


9. AGE (In years JfF UNDER | YEAR|IF UNDER 24 ARS. 


to ey hdoy) / Do, Mi 
ES ys in. 
: Se iy Wee 
2 Tod. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. ye E (Stote or ian country) 12. CITIZEN OF WHAT COUNTRY? 
3 dorjpg most of working life, even jf 
ng Sun newt 
3 13. FATHER'S NAME 14. 3 $ MAIDEN NAME 
2 rn 
: Joseph Hey Sugan Cone 
= 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. |I7. INFORMANT ‘Address 
= Tes. no, oF unknown), (It yes, give wor or dates of service] S a (} 
8 nn Ror /tz Wipe Yi bbe Pettey tis, Md 
3 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] INTERVAL BETWEEN. 
Be} PART I. DEATH WAS CAUSED BY: balay ioe) hat 
2g IMMEDIATE CAUSE (0 
= 22- 
= 33 DUE TO 
o 
o Conditions, if ony, which rs 


gove rise 10 immediote 
cote (0), stoting the under. ( DUE TO 
lying couse lost. (c), 


ires 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


\TIENDING PHYSICIAN: The low requi 
y the haspitol ar attending physician. 


10 Ju y, 2 3 
ACTUAL 
SIGNATURI M0, 


PHYSICIAN'S 
NAME (Type) 


® 


page 3 shauld be detached for use as the burial-transit permit. Then please remave carban papers. Pages 1 and 2 should be filed with 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely fi 
the registrar prior ta burial, crematian, or remaval, and in any event within 72 hours after death. 


TO HOSPITAL 
may be retai: 


ADDRESS (Street, city or lown, stote) 
= eel [Lb Ha € adh BES Lah iy 


22e. BURIAL, CREMATION, | 22b. DATE THEREOF BR, Atcngugtonces ‘22d. LOCATION (City, town, or county) (Stote| 
SPHOVAL (Spectryn Wt = c , 
59 OE . PoP ee & pa Coborer 3 ne 
: 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
R PfomedUL 14°59 Outtun £ Hin 


Part I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. eee 


MED? 


yes] nol] 


20a. ACCIDENT WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


20c. TIME OF INJURY Month, eat Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY fHome, farm, | 20F. {City or town) {County) {Stote) 
Hour 9. m. While om ty foctory, street, office bldg., etc. 
p.m. jot work [] ot work 


i 
21. | certify peso gttended the deceased oa Mb Ly nanons WZ, to =f Dee. Z...., 19 Z.,thot | last saw the deceased 
alive on. Za npg Pei a, and that death occurred ot AAEM, frdm the causes and on the date stated above. 


DATE SIGNED 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7845 CERTIFICATE OF DEATH 


Reg. Dist. No. {} 


1. PLACE OF rte 2, USUAL RESID! apyCE (Where deceased lived. If institution: Residence before admission} 
°. Coul ? ©. STATE 4 aa b. COUNTY 
a a 
8. CITY OR = {lf outside cdrporote limils, write | c. LENGTH ae SJAY IN tb © CITY OR TOWN (IF outide corporate limits, write RURAL ond give nearest town} 
URAL ond gige nearest lown) * 
a ads LEIP LLED 


iE LA 3 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) y d. STREET ADDRESS e. ary RESIDENCE 
OR INSTITUTION t Bi ON A FARM? 
DEI COM é4 €Q yéo Lif Z3 od + | Yes] Nol 


3. NAME OF First re PgATE Y 
DECEASED irs iddte lost Month ‘eor 


(Type or print) re ey) SeatH rf ’ 19. SF 
5. SEX &. COLOR ORJRACE fa fod NEVER MARRIED [} fi DATE L BIRTH 9. AGE (ln on DE UNDER 1 YEAR IF UNDER 24 
fos birthdoy! = ive 
2 Jo Ivana wenn [724 17, 88 suka -alis 
TOs. USUAL OCCUPATION ieee or ea ears oar OF OR NESORINOUSET Teentad (Stote 6+ foreign country) 12. CITIZEN OF WHAT COUNTRY? 
giogt of a Tife, even if retired) p Ss 
~ ; 
V4 A VW hal 2 A. 
\ 14. MOT oe MAIDEN MAME 
Lc free, trim Geers. 
1g, WAS DECEASED iat U. 3. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. i Address 
es, 10. oF vaknown| (tt yes, give wor or dates of service) (| Shrhne , Hawes 
G a se OG 
ibis eS Soe ae Meee Mae We. 33 Saringda// dy 


| [ie CAUSE OF DEATH [Enter only one coure per line for (0), (), ond line for (0, (b), ond (iia ae 


INTERVAL Pace 
PART I, DEATH WAS CAUSED BY: Ne ee. EAT 
IMMEDIATE CAUSE {o) = 


DUE To 


Pages 1 and 2 should be filed with 


eath. 


that the death certificote be executed within 24 hours ofter death: Page 4 
Then please remove carban papers. 


igned by the ottending physicion and completely filled in r | funerofGirector, 
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3 Eo goye rise to immediote 1 
= gs cote {0}, stoting the under. (| OVE TO 
= secieae lying couse lost. © 
5 23s 2 FA Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) | 19. WAS AUTOPSY 
2ROEG iS 
26 3 8 $ ves] No}. 
Pe epoas = | 20a. ACCIDENT WAS_UNDERLYING. ts] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Port HI of item 18.) 
2345. & | OR CONTRIBUTING C) CAUSE OF DEATH 
aeves G [CE EITHER, NOTIFY MEDICAL EXAMINER) 
=< =, i 
2g B5es & [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, form, | 20f. (City or town) (County) (Stote) 
25.205 5 Hour o. m. White Not stile factory, street, office bidg., ete.) ! 
zaErs = p.m. — Tene i 
Oye o 
Ze = 21. I certify tha rg deceased fram. s/eehy /2-___, 19, , to fale 2S 19£F,.thot | last saw the deceased 
ESS Ro 
a es 3 alive an. dé. Posters ica hil ond thét death accurred at_. 2s ; fram the causes and an the date stated abave. 
leg = e 3 a SS {Sireet, city or town, stote) DATE SIGNED 
2 a AL ; 
& a25 | [Sienatue , wo, ... EEL TU ele, Saeed we A 
a a 2a | 
28425 PHYSICIAN'S 
Rezes NAME (Type! Witte Oe Vy te 
2 ces 
3 3 3 % : No. eno va ect ‘7b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
Do cif y} Dé. 
zPege Ke WIA ST ARIS PLR ENMU. 
mr Fe 23. oe meer S SIGNATURE 7) oats “er 2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Was hth Few ERAC ce Khe HR? oanfUL 2 0 59 ORL Ege 


1 x MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH 07840 


Reg. Dist. No. 
2 Sate a (Where deceased lived. If institution: Residence before admission) 


aA b. COUNTY GEC a 


1, PLACE OF DEATH 
O 0. COU! fed = Gy YL, Meare 

' \ b. Ripteeicc en (IF outside ree Ai it ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (lf outside corporote limits, write RURAL ond give nearest town) 

ss gnd give nporest town! - 

: 4 Y ARS x CARLES Pun 
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2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS « bs RESIDENCE 
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funeral directar, 


OR INSTITUTION N/o V4 Oo iy) i 7 Yes | a "NO 


3. NAME OF First Middle Lost 4, DATE Month Doy Yeor 


type or prion) VEL RA NEREDITH | Son SUL - . woute 


$. SEX 6. COLOR‘OR RACE |7. MARRIED [7] NEVER MARRIED [7] | B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEARPIF UNDER 24 HRS. 
la Ww fost birthdoy) [Months] Doy: | Hours] Min. 
e 4 wioowen [3 pworceoC] | Dec.23,1884 ' Ayn. 


ae 100. USUAL OCCUPATION (Give kind of work done| 10b. KINO OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Q 8 during most of working life, even if retired) - 
« Hey vIk hy PE An Ate FEN WA. sy 
s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
J , 
: AMES LOR o : 
15. WAS DECEASED EVER tN U. S. ARMED FORCES' ¥ Y . 17, INFORMANT Addi 
A pave eecee a SUS a 16. SOCIAL SECURITY NO. mt ot ERLE wy 
9 ge 
7 Smee oye \M Agel Moore 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}. ond (¢)-] . INTERVAL BETWEEN 


PART #, DEATH WAS CAUSED BY: CALNE ort of S7OHA CS ONSET OEATH 


IMMEDIATE CAUSE (0] : 


Then please rema: 


759 Due TO 
Conditions, if ony, which (b) 
gove ri to immediote 


cotse (0), stoting the under: 
lying couse lost. () 


Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT INDI RELATED 10 THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0][19. WAS AUTOPSY 
7 baht 7. se ae p 
By pirharive Cain veitefir fora ~( Lijeme e—— yes (] No ff 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port tl of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} oe 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County {Stote) 
Hour 0. m, White Not while foctory, street, office bldg., etc.) | 
p.m. - 19 fot work [J] ot work — ‘ _—s = ——" 


21. | certify that | attended the deceased from._____ 2 _ 7 =/y, 193 (ty ___., \9-5Z,that | last saw the deceased 
pny eee and that dea esured ar Ss Fife, from the causes and on the date stated above. 


alive on FS 
7 a Soe OATE SIGNED 
SIeNATUR Miers “A [pceelny — M0. 


MEDICAL CERTIFICATION 


\TTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 kaurs after death: Page 4 


zi y the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in | 


Cg 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hy 


page 3 shauld be detached for use as the burial-transit permit. 
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23, FUNERAL DIRECTOR'S SIGNATURE ADORESS Ez Arty Ly 2do, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


VAIS PIPL / ER4* Jonge q owe JUL 31°59] than Sf Kua 


ie funeral director, 


ATTENDING PHYSICIAN: The tow requires that the decth certificate be executed within 24 haurs after death: Page 4 


by the hospital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in 


& 


. 


page 3 shauld be detached far use os the burial-transit permit. 


TO HOSPITA 
may be ret: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7858 CERTIFICATE OF DEATH ‘ip ne DOSES 


lL bette cli 2 ae RESIDENCE (Where deceased fived. If institution: Residence befare odmission) 
a. = b. COUNTY 
Cecil iolleg <2 Maryland 
b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporate limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) 
Rural Blkton 50 years x Rural Elkton 
d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 
t YES] NOC] 
= 
3. NAME OF Fir Midd 
Renee! rat idle tout Month Ooy Year 
{Type or print) Enna Louisa Moore 7 19 19 59 


$. SEX 6. COLOR OR RACE |7. MARRIED [C] NEVER MARRIED [7] | @. DATE OF BIRTH 9. AGE {in year IF UNDER 1 YEAR] IF UNDER 24 HRS. 
gy pyrtho 
female white Nwooweo]  ovorceo—) | May 29 1869 ‘Sy up 
100. USUAL OCCUPATION (Gi ind of work done! 106. KIND OF BUSINESS OR INDUSTRY / 11, BIRTHPLACE (Stote or foreign cauntry} 12. CITIZEN OF WHAT COUNTRY? 
during mot af “yprg life, even if retired) 
ous ew. - Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Torbert Scarborough Wilhemina Campbell 
i was DECEASED rte us. Ly et ek a8 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fat, 00. Of Unknown) Ut yes, give wor or dotes of rervice) 
no | none Louise Moore Blkton R.D.4 Maryland 


1B. CAUSE OF DEATH [Enter anly one couse per line for (0). (b}. and (c}-] 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


y af DUE TO 
estar ai aie wm __ arteriosclerosis of 
couse (a), stating the under. ( DUE TO 


tying couse lost. g__erteriosclerdsis ge 


INTERVAL BETWEEN: 
ONSET AND DEATH 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | or Part II of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, 
Hour o.m. 


Se — 

Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ees 1 20H, {City or town) {County) {(Stote) 
While Not while factory, street, office bidg., etc. 

jot work [7] at work [7] HH 


MEDICAL CERTIFICATION, 


21. | certify thot | attended the deceased from__Nov 2 __, 19.47, to._July19-_., 19. 5Q. that | last sow the deceased 
alive of eS 8s 1959, ond that deoth accurred at. 1_329.4M, from the causes and on the date stated abave. 
ADDRESS (Street, city ar town, state) DATE SIGNED 

257 E.Mein Sto 7/21/59 


Zo. BURIAL, male ‘Mb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, oF county) {State} 
i 
puna” 7-22—1959 Rikton R.D i ao ic 


ao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


DATEL 2.3 '59 Crtlun S Haws 


—_ 


ry death. Page 4 
= 


ate has been signed by the attending physician and completely filled in by the funeral director, 


Pages 1 and 2 shauld boiled with 


death. 


Then please remove carban papers. 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hour; 


may be retained by the hospital or attending physicion. 
page 3 shauld be detached for use as the burial-transit permit. 


TO HOSPITAL @ vovcrc PHYSICIAN: The law requires thot the death certificate be executed within 24 hours 
TO FUNERAL DIRECTOR: After this certi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7859 — CERTIFICATE OF DEATH N7842 


Reg. Dist. No. 
ib AS ee a, SUAS pees (Where deceased lived. If institutian: Residence befare admissian) 
Cecil MARYLAND Maryland » COUNNC ecdl 
b. CITY OR TOWN (if outide cexperale limits, write] c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF ouhide carporate limits, write RURAL ond give nearest tawn) 
PEerryrvilie 20 yrs x Perryville 
d. AS ae (If not in hospitol, give street oddress) Ya STREET ADDRESS e. ar 3 
Elm St Elm St yes No WD 

3. NAME OF First Middle Lost 4. DATE Manth Da; Year 

tye or pig) Mabel Vv. Noel DEATH July 5 980 
5. SEX 6. COLOR OR RACE |7. MARRIED EB] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (in yeors IF UNDER 1 YEAR[IF UNDER 24 HRS 

Female White |wiooweo o ovorceo] | Dec. 5, 1908 5 Cl a a ae 


10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 


durigg. mast of working difg, even if retired) 
House Wits Ma USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Millard Kirby Mabel Holland 
15, WAS DECEASEDEVER IN U: S. ARMED FORCES? [16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
‘es, 0, OF unkaown} (If yes, give war or dates of service) 
Ne | John F. Noel, Perryville, Md. 
18. CAUSE OF DEATH [Enter only one cause per line far (a), (b). and (c)-] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: icer ke +, h OE ND Oe 
ve IMMEDIATE CAUSE (0) ule dito) Hey Mem hosss MINED 
ee ; 
Yild.7 DUE TO 
Canditions, if ony, which o) 
gave rise ta immediate 
couse (a), stating the under- DUE To 
lying cause last. (e) 
fe Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
e 
S ves] No DS 
= [20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
& | OR CONTRIBUTING [1 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
G 2c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20F. (City or tawn) {County) (Stote) 
fay Haur a. m, While Not while factary, street, office bldg.. etc.) | 
Es p.m. 19 [ot work [] ot work (J ' 
21.1 certify that | alfended the deceased fam. Ws he... 192A, to.._L eb ___., 19SF. thot | last saw the deceased 
alive an ee 14 Bole i and that death accurred atl OSoP Mm, fram the causes and an the date stated abave. 
=~ ADDRESS (Street, city or tawn, state) DATE SIGNED 
nae) ips Aen Tin hae Bho ee Uf TUS? 
PHYSICIAN'S 
Name(s Dudley Phillips M.D. 
220. BURIALAR MATION, 22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ar caunty) (State) 
RE ¥a & ep ify ‘% 
Big’ 7-8-1959 Mt. Erin Cemetery Havre De Grace, Md 
23. FUINERAL DIRECTOR'S yGMaTURE ADDRESS da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


YUTOTLEILCLE Perryville, M4.loue sy 1 0°59 EIA SS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 _ 
7869 MEDICAL EXAMINER'S CERTIFICATE OF DEATH las {843 


aX 


2s 

Aad 

83 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odmission) 
Be 3. COUNTY ©. STATE b. COUNTY 

aw Cecil PAARYLAND Maryland 

ee B. CITY OR TOWN it eunide comport we RURAL ¢. CITY OR TOWN (If outiide corporote limits, weite RURAL ond give neorest town) 

oo ‘ond give nesrest town) 

ge Pe Poin B mo days Baltimore Y [a4 

@ ¢. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street oddress) <d, STREET ADDRESS o: IS RESIDENCE 
> 3 € ans Admin A on Hospita 31 nden Avenue ves [) NOf) 
res 2. NAME OF i idl 4. DA’ 

335 ees, Fint Middle Lot DATE Month Day Yeor 
ae Sivonen NOEL Be SAMUELS ~~ Jul; 14 19 

ps 6, COLOR OR RACE |7- MARRIED [] NEVER MARRIED fe]| 8. DATE OF BIRTH 9. KOEN es 

s , 


ae | 


2, CITIZEN OF WHAT COUNTRY? 


Negro wioowep [) bivorceo [) 6 [2 / 20 


Wo. USUAL OCCUPATION si kind of wees done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 


File poges 1 ond 2 with the registror prior to burial, cremotion, 


during most of er life, even if retired] 
I Not obtainable Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
“ Monts gue Samuels Nora Walker 
16. SOCIAL SECURITY NO. [17. INFORMANT Address 
oy: WW 8-12-40 Hospital Records, VAH, Perry Point, Md. 


18. CAUSE OF DEATH [Enler only one cause per line for (0), (b), ond (c).] INTERVAL BETWEEN 
PART. OFATH MfOIAtE Caust (o) _ Bilateral intraventrioular hemorrhage 

x oUE TO 

Conditions, if ony, which ® 

‘fc DUE TO 

couse lott. e 


pencil in Item 18. Give Poges 1, 2, ond 3 to the funeral 


iner's Office along with form PM3. Page 5 may be retoined for 


auld be executed within 24 hours after death. 


Poge 3 should be used as a buriol-transit permit. 


: 3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART I(a]19. WAS AUTOPSY 

> 
gs s yes not] 
35 © [200. EXTERBIAL CAUSE W. 20. DESCRIBE HOW INJURY OCCURRED. (E fF injury i ; 
8 &E 5 Panny Boe es SONTREUTING oO SC IOW INJURY OC! 'D. (Enter noture of injury in Port i or Port Il of Item 18.) 
Evé 1H inab Blacked out and fell. 
m $ 5 & | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, fore. 20%. {City or town) (County) (Stote) 
S25 8 tiene ag a While Not while foctory, street, office bldg., etc.) | 
z28 a pom =12 159 fot work (] ct work Bd Home | Baltimore Maryland 
22 21. I certify that | tack charge of the remains described abave, held an Autapsy XJ, Inspectian2_], Inquiry fq, and find that 
2338 death resulted a Notural causes xP Accident [], Suicide [], Hamicide [], Undetermined couse []. 

2 
Oto f 

cra ACTUAL DATE SIGNED 

@ x Om mp, CHIEF MEDICAL EXAMINER [7] “a 

82 Ze 4 ASSISTANT MEDICAL EXAMINER [7] 7-14-59 
2 236 2 Nae (yea R. C. DODSON DEPUTY MEDICAL EXAMINER [J 
a2i2 £ Mo. BURIAL. CREMATION, [22. OATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, oF county) (State) 

° pan ~S 
e°"o 4) Baltimore National Baltimore, Md 
‘ADORESS 2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

a cam re de Grace, Md. canJUL 1 6 59 Ontten 8 Kissae 


5M 9/85 


r death. Page 4 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


& TO HOSPITAL (ae PHYSICIAN: The low requires that the deoth certificate be executed within 24 haur: 


g 


ant 


may be retained by the hospital ar attending phy 


page 3 shauld be detached far use os the burial-transit permit. Then please remave corban popers. Pages 1 and 2 should be filed with 


ze 
a 
= 


M 9/SB 


= 


urs after death. 


the registrar prior ta burial, cremation, ar removal, and in any event wi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7861 CERTIFICATE OF DEATH mete ry 844 


1. bid Adel 2 ee See (Where deceased lived. If institution: Residence before admission) 
a 9. b. COUNTY 
Cecil ENS Pennsylvania 
b. CITY OR TOWN (If outside corporote limils, wrile | c. LENGTH OF STAY IN Ib c, CITY OR TOWN (If outside corporote limits, wrile RURAL ond give nearest town) 
RURAL and give nearest tawn) eine, > 
Point 8 mo. 23 d Pittsburgh —-s- / 5 x- 3 
d. NAME OF HOSPITAL (if not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
120 Hemlook ves []_No Gt 
3. NAME OF First IM 4. D, Ye 
eS irs Middle -Lost Dare Manth Day feor 
{Type or print SCHOHE EDWARD Le a July 201959 
S. SEX 6. COLOR OR RA MARRIED [-] NEVER MARRIED [[] |8- DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) [Months] Days | Hours] Min. 
Male White |wroown DIVORCED [3e 2-23-92 67 yrs. 


10a. USUAL OCCUPATION (Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or fareign country) 112. CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) 


Fireman Not obtainable Pennsylvania USA 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Valentine Schohe Minnie Brumer 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
[Yes, no, or unknown) (IE yes, give war ar dates of service) 
Yes | Ww I Fa b e Hospital Records, VAH,Perry Point, Mde 
1B. CAUSE OF DEATH [Enter only one cause per line for {o), (b), ond (€)-] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: Se ee 
IMMEDIATE CAUSE {o). 


_¥ 20-0 DUE TO 
eae es te heart disease unknown 


gove rise to immediote | 


couse (0), stating the under. 
lying couse lost. © 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. Was aUTarSY 
ves gt NOD 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature af injury in Part | ar Part I! of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INJURY (Home, farm, | 20f. {City or town) {County) (State) 
factory, street, office bidg., etc.) Ul 
1 


20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED 


Hour 9. m. While Not white 
pare lat work [] ot work 


9 


MEDICAL CERTIFICATION 


MXXXN , fram the causes and on the date stated above. 
DDRESS (Street, city or lown, slote) DATE SIGNED 


ACTUAL 
SIGNATURE. 


PHYSICIAN'S. 
NAME (Type) J. L. GAREY _... Clinical Pathologist =.= 
No. EMOVANSeecAN ‘2b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, town, or county) {Stote) 
C4 pecify) 5 
43 Uniondale Pittsburgh, Pa. 


ADDRESS 24a. REC'D BY REGISTRAR 


A, 2db, REGISTRAR'S SIGNATURE 
c-é-q Havre de Graoe, Md,,, JUL 27 '59 


CP a. 


NERAI DIRECTOR'S SIGNATURE 


Pennington bS 


‘ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
. 1847 CERTIFICATE OF DEATH 7845 


ood 


oe B Reg. Dist. No. 
3 = va PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
5 ig Cecil MARYLAND |] ° Maryland Due ae Cecil 
s b. city OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
if Rae call Sgt Mage agente 
e d. Psy eae se dials (If not in hospitol, give street oddress) [F STREET ADDRESS e. 1S RESIDENCE 
” , - ON A FARM? 
OO Union Hospital yes (] No PX} 
& 3. NAME OF Fint __ Middle lost 4. DATE Month Doy Yeor 
$ (Type oF print) Karen Sinclair DEATH July 30 1958, 
2 IF UNDER 1 YEAR) IF UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE |7. marRieD L] NEVER MaRMlED 3) 8. DATE OF BIRTH 9 AGE {In year 
* jost birthdo 
Femake | white widowen [) oivorceo [] | 7291959 at 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY {11, BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired} 
Elkton 


12. CITIZEN OF WHAT COUNTRY? 


papers. 


er death. 
al 


ah = USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o 2 
* Meade Sinclair Shirley Gatchell 
3 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
§ (Yes, 10, oF unknown) {It yes, give wor or dotes of service) e 
: = - Mrs Shirley Gatchell North East Rd, Maryland 
§ 18, CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond ] hal ONE BNE OR, 
a PART t, : fa 
“ Ce eee Septic ee rian bee 7s 
2 
= 


TPS DUE TO />) 

Conditions, if ony, which & A tis 2 | 

gove rise to immediote 7 Z Ph eal ~ PRS. se 

cote (0), stoting the under. { OVE TO Premature Megte | Pe ee olf ‘ y, 
lying couse lost, te Beh griffin ~ beersdt £/SBS 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
MED’ 

“= ves] No fy 

200. ACCIDENT WAS UNDERLYING [7 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Port W of item 1B.) 

‘OR CONTRIBUTING () CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c, TIME OF INJURY Month, 3 Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 

Hour o.m. White Nae mail foctoty, street, office bldg., etc.) | 
p.m. lot work [7] of work a i eal 5 


te has been signed by the attending physician and campletely filled in bi 


he burial-transit permit. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs 


ar attending physician. 


MEDICAL CERTIFICATION 


TTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


aa 
bars 
4S 
See 
Bg D - 2 oo 
= 2s =. | certify that ' wi ea i deceased from a WAS, ton ae. , 19:2.2_,that | last saw the deceased 
< 
Pr es _ and that ao occurred t_ ‘of M, frofn the causes and on the date stated abave. 
= Os ; 7 AODRESS (Street, city or towne ey _DATE SIGNED 
oF ACTUAL / Vr tl Ftv Ff od 
ag / | |sienatur 4it& = by, cn ee : : 
q ‘3 ee PHYSICIAN'S one & Da 
Se2a2 NAME (Type) 
Pais eperee LsBahe SAWE E he ASEM LIE 
BSEo 220. BURIAL, CREMATION, | 22b. OATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) tote) 
g eps HEMQ YANG Fevd 
ooo ape a North North Eastg Maryland 
te py ADORESS aa. REC'D pay ee 2ab. Ea fg er) 
2 UL CLK é 
YS, Als (4) Abse oare! 


2 
3 
é 

= 
¥ 


= 
. 
2 
‘8 
9 
= 
> 
3 
im 
“ 
oy 
3 
co] 
3 
3 
o 


Then please remove carbon papers. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death, Page 4 


by the hospital or attending physician. 


hd 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and campletely filled in 


page 3 shauld be detached far use as the burial-transit permit. 
the registrar prior to burial, cremotian, ar remaval, and in any event within 72 hours ofter death. 


TO HOSPITA' 
moy be ret 


= 


z 
° 
2 
% 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: 
7848 CERTIFICATE OF DEATH 7846 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmission) 


1, PLACE OF DEATH 


* e. COUNTY 9. STATI b. COUNTY y 
‘. MARYLAND Maryland Cecil 

b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

RURAL ond give neorest town) 

Elkton 9 weeks North East Rural 

d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 

OR INSTITUTION Uni / ON A FARM? 

on Yes (] No CK 
3. NAME OF i Middl 4. 0A) 

DECEASED First big le ae lost rey Month Day Yeor 
(Type or print) Alta Virginia Slayman DEATH 19 59 


9. AGE {In yeors 
fost birthday) 


yn. 


5. SEX 6. COLOR OR RACE | 7. MARRIED FS] NEVER MARRIED 0 8. DATE OF BIRTH 
female white |wiowe(] — oivorceoT] Nov. 19, 1908 


100. USUAL OCCUPATION (Give kind of work done| 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
} during most of working life. even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


housewife - irginia USA 
3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Henry Boggs Leah Hubbard 
1$. WAS DECEASED EVER IN U. $. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT Addren 
QYas, no oF unknown, (Ut yes, give wor or dates of service) 
no 215-24-0812 Stanley Slayman North Bast, Maryland 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). 


PART §. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


DUE TO 


id (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 


A 4g PRP 


Conditions, if ony, which 
gove rise to immediote . 
couse (0), stoting the under- ( DUE TO 
lying couse lost. fa 
ta Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
i= 
ae —— 2 yes] NO 
© 200. ACCIDENT WAS UNDERLYING ()__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port li of item 1B.) 
& | OR CONTRIBUTING LD) CAUSE OF DEATH 
& [iF EITHER, NOTIFY MEDICAL EXAMINER) — 
& ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
ray Hour. m. While Not while foctory. street. office bldg., etc.) ! 
= p.m. = lot work [J ot work [] = 1 — —_ —, 


21. | certify that | attended the deceased from_LO.77Ay ___ NWI, 10... B Taky.., 19.5 fihot | last saw the deceased 
ch AN pie a causes'and an the date stated above. 


ADDRESS (Street, city of town. tote) DATE SIGNED 
7, ¢ 
sittin __ Maan Mo fearon nn Male Lait A ae 
PHYSICIAN'S Af, 4 4 fy 
NAME (Type) Bus : uchuee -D. 7 eee oe | a eee 
‘Tio. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town. or county) (Stote) 
REMOVAL (Specify) 3 ae is 
Pur ia =-11,d1959 Bakes Pound , Wise Coun Virginia 
ES IONS 5! wai 4 ‘ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
wy 
yS¢pni / ReG ty 


North Bast, Maryland pateJUL 1 0.59 


ae gear 


brsdduH Anet 


bauslyzsM ,tesa dtroK 


asmysle ysInst2 


SI80—AS-25S 


9 liws2uon 


@gg08 yineH 


on 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07847 
7862 CERTIFICATE OF DEATH ico AO 


« 
£ 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If instuian: Residence before odmission) 
“4 ¢ ce a b. COUNTY 
“ 32 Cecil MRE! Maryland Harford i 
€ ° b. CITY OR TOWN (If autside carporate limits. write | c. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest fawn} 

3 a RURAL ond give nearest tawn) er 

> 32 Perry Point l mo. 16 4 Aberdeen (22h 
£ d. NAME OF HOSPITAL (if nat in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
a n 74 OR INSTITUTION cs ON A FARM? 
5 : tration Hospital 110_ Grant yes [] Node) 
zg 
= DECEASED igi Middle Last 4. DATE Month Doy ane 
Fi} a tei JAMES NMI WALKER DEATH July 24 1959 
a 
8 S. SEX 6. COLOR OR RACE |7. mARRIEDSE] NEVER MARRIED [-] [8 DATE OF BIRTH 9: Ti (aad LBS EAR UNDE zal HRS. 

in 
Male White widowed [] pivorceo[] | May r4 yrs. 


12. CITIZEN OF WHAT COUNTRY? 


ve 10a. USUAL OCCUPATION (Give kind af wark dane| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 
2 3 during most of warking life, even if retired) 
8 Meat Inspector Dept.of Agriculture England USA 
a & 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
52 
oe Peter Walker (Deceased Elizabeth Rostron (Deceased 
83 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
5 = (Yes. ne. oF unknown} INF yes, give wor or dates of service) 
4 Yes « WI None Hospital Records, VAH, Perry Point, Md. 
aig 1B, CAUSE OF DEATH [Enter anly ane cause per line far (0), (b), ond (c)-} INTERVAL BETWEEN 
. j 
5 ; ees |. DEATH MEDIATE Causr fo. Carcinoma of the lungs with metastasis 
= 163% DUE TO 
Canditians, if ony, which (b} 
gave rise ta immediote 
cause (a), stating the under- ( OVE TO 
lying cause last. (c) 


's certificate has been signed by the attending physician and completely filled in by the funerol director, 


poge 3 should be detached for use as the burial-transit permit. 
the registrar prior to burial, crematian, or removal, and in any event y 


4 Past ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
G s yes) no#% 
= | 200. ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 1B.) 
& [OR CONTRIBUTING [] CAUSE OF DEATH 
G |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Hame, form, | 20f. (City ar tawn) (Caunty) {State) 
a Hour a.'m. While Not while factary, street, office bidg., etc.) ! 
Fr 
= p.m. at wark [] at wark i 
21. | certify that¥Fottended the deceased from.__Iune-8-_-__- . 1959. to_Jmly 24. 19 S9mnonxmosnmexaceceeaeK 
SOWE MKXXXX: acacaend fh it death occurred oth1 :55.amfrom the couses ond on the dote stated obove. 
fi j ADORESS (Street, city or tawn, state) DATE SIGNED 


ACTUAL 
SIGNATURE 


Mi), _V.A.Hospital, Perry. Point ,Md. 7-24-59 


PHYSICIAN'S. 
NAME (Type) 


Za. BURIAL, CREMATION, | 22b. DATE THEREOF 
i: MOVAL (Spgcify) 


23. FUNERAL, NATURE ADDRESS: 


Boal's Funera, Home, Westernport, Maryland 


‘Zc. NAME OF CEMETERY OR CREMATORY ‘Z2d. LOCATION (City, town, ar county) (State) 
Philo's Westernport, Maryland 


24. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


vatJUL 2 7 'S9 nib £ Kins 


may be retained by the hospital or attending physician. 


TO HOSPITAL Dvovons PHYSICIAN: The law requires thot the deoth certificate be executed within 24 hours, 


TO FUNERAL DIRECTOR: After 


< 
& 
3 
a 
= 


15M 9/58 


a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


H) 7863 MEDICAL EXAMINER'S CERTIFICATE OF DEATH ze 07848 


all 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


b2 3 
mcd = 
ges 2 1, PLACE OF DEATH & ae RESIDENCE (Where dececsed lived. If inslilution: Residence before admission) 
se 8 @. COUNTY STATE b. COUNTY 
eS 2 MARYLAND ylang = 
2s rc b. CITY OR TOWN jit ounide corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL me give neorest town) 
See ES ‘ond give necrett town} : 
eee Elkton, ReD ~ Meadowveiw 
FY = \ ‘d. STREET ADDRESS. @, IS RESIDENCE 
2 ] Pad i ON A FARM? 
eset 4 » Walnut Drive _ ves (]_No & 
3 ae s~ 3. NAME OF First Middle tost 4. CATE Month Doy Year 
Sia. 
PERS (pe or Pritt) Austin lacob Ward 3rq_ | of™ 4 q 19 69 
eas . COLOR OR RACE |7- MARRIED [] NEVER MARRIED | ®. DATE OF BIRTH 9. AGE (in yeor IF UNDER 24 HRS. 
“EpEe jonths | Days | Hours | Min. 
ott i ? A 
mos We. USUAL OCCUPATION feve. ged of work done, 12. CITIZEN OF WHAT COUNTRY? 
vin during most i working lite, even if retired) 
Sev ° 
oS E nt 
bal oes 13. FATHER’S NAME ce MOTHER’ ‘S MAIDEN NAME 
<2 
: p a 
goo @ acop: ard : NeHall b 
eo ao LS Was ; DECEASED EVER iN U.S. ARMED FORCES? | 36. SOCIAL SECURITY NO. | 37. WFOMMANT Address 
& oe (Yes, 90, af unknown} (Hf yen, give wor or dates af service) 
é pe no aes ab adh Austin Wend .2nd Mesdouvein Kliten, i, 
8 2 1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c).] InERVAL BTW 
ere 
gs 


ti otf DUE TO 


v Conditions, if ony, which (oL 


gave rise to immediole couse 


te should be executed within 24 hours after deoth. 


= 
s 
a 
Fs 
2 
3 
= (0), stoting the underlying( OVE TO 
2 couse tot, = ie 
3 Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}]19. WAS AUTOPSY 
3 O18 ves] NO & 
be i [20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 11 of item 16.) 
3 & | PRIMARY [gpor CONTRIBUTING D) 
= § | CAUSE OP BEATH. : 
> ~ OVE red iw D De Ci O 
2 3 |a0e. TIME OF INJURY Month, Day, Year |20d. INIURY OCCURRED. |20s. PLACE OF INJURY "(nom tom 1206. ‘ce ‘or town} (County) (Store) 
od 3 { 6 Hour og, m, White Not while 2 foctory, street, affice bidg., et 
3 z _ 11.3999 [ot work C] ot work Bh) Homme |_Bikton Rk : fe 
oa . ri 
e 21, I certify that I took charge of the remains described above, held an Autopsy [_], !nspecifon rz Inquiry fq. and find that 
- death resulted from, Natural causes [-], Accident3€], Suicide [1], Homicide (2. Undetermined couse [7]. 
5 
2 
a A DATE SIGNED 
2 ok - SIGNATUI .p, CHIEF MEDICAL EXAMINER [7] 
$5242 bs ASSISTANT MEDICAL EXAMINER 

Ez oat =: EXAMINER'S, = q 

pee = é NAME (Type) Re «Dodson DEPUTY MEDICAL EXAMINER fig} Tel 39. 

Sed st ake Zo. BURIAL enaeN 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 

Aha FEMOVAL pec | dD CEME lad 

eee Ran Why 11959 | PAMASCUS 76 7ERY, ‘An Coe K ERY LON O 

a, FUNERAL DIRECTORS ces) ADDRESS ad ff TO WV ‘2éo, REC'D BY REGISTRAR | 24b. RECISTRAR’S SIGNATURE 
VS. ANSME(S) ng nan 
Be or plel Ph. Mehl P.. dean hed re fer bye ; pareJUL 15 'S9 Onthan B Kaan 


Wt coy yous. Cl 


ot 


7864 CERTIFICATE OF DEATH 07849 


Reg. Dist. No. 


XK MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ar 


3. NAME OF First Middle lost 4. DATE Month 


Yeor 
pe, = PAUL WASYLCZUK a a Ae 


3. SEX 6. COLOR OR RACE ]7. MARRIED [i] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE [in yeom [IEUNDER 1 VEARTIF UNDER 24 HS, 
; jos! birthdoy) Do ie 
Male White |woownof ovoreog | July 12, 1888 TO yt. eee oy in 


10a, USUAL OCCUPATION (Give kind of wark dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during nate wearing life, even if retired) Baking Basten U.S.A, 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Peter Wasylezuk Hateyo(@e6—s¢2-46 246 


% WAS Lestat U.S. ble FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
te eS akg car aceite 
b21-03-9300] Mrs, Lena Wasylcezuk, Chesapeake Cit Md 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c}-} 


PART |. DEATH WAS CAUSED BY: 
7 IMMEDIATE CAUSE (] 


DUE TO 


7 £ 

S ne vw Heese toll vA pgp te t (Where deceased lived. If institution: Residence before admission) 

8 °. : °. 

= 328 Cecil MARYLAND Maryland BCOUNTY Os 

= ri b. CITY OR TOWN {If outside carporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

A RURAL ond give neares! town) . 

hes Chesapeake Cit rs Xx Chesapeake City 
ed d. NAME OF HOSPITAL (If not in hospital, give street address) J. STREET ADDRESS. e. tS RESIDENCE 
* v4 OR INSTITUTION, it ON A FARM? 
o ¥ 
2 / yes 1] No Ct 
5 
3 
3 
3 
2 


d completely filled in by tite funeral director, 


death. 


ote be executed within 24 hour: 


jin 72 hours oft 


Then please remove corbon popers. 


ns, if any, which w 
gove rise to immediate 

cote (0), stating the under, ( CUETO 
lying cause last. a 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) | 19. we AUTOPSY 
7 


RFORMED? 
‘200. ACCIDENT WAS UNDERLYING CJ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il af item TE.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


yess not 
[20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20F. {City or tawn) (County) (Stote) 
Hour a.m. While Nat while foctary, street, office bldg., etc.) | 
p.m. 19 lot wark [] ot work. [] 


MEDICAL CERTIFICATION 


TENDING PHYSICIAN: The low requires that the death cer! 


stote) DATE SIGNED 
= 


_tMth... Diiphe. 


a 


/ | [eat ied U. DAVIS 


may be retained by the hospital or ottending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physician on: 


the registrar priar to buriol, cremation, or remavol, ond in any event wii 


page 3 should be detached far use os the buriol-transit permit. 


2 
< 
S os A ae ae 
& 720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Mc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
g Beer ber 9, 195p ity, } 
= zh Jul 195) St. Roses Cem. Chesapeake City, Md, 
- 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ab, REGISTRAR'S SIGNATURE 
i we! 
avis! PPIN F A ve Lf Md, [ose JUL 1 0'59 Citta £ Aina 


